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SHREVEPORT 

Banthine has been used clinically in the 
treatment of doudenal ulcers for over two 
The experimental work and several 
clinical studies have been reported.' It is 
an anticholinergic agent, inhibiting muscu- 
lar contraction stimulated by acetylcholine. 
It also inhibits salivation, causes mydriasis, 
blocks the vagus effects on the stomach and 
decreases gastric motility and acidity. 

This is a follow-up study of 40 duodenal 
ulcers treated with banthine, reported pre- 
viously,’ with the addition of 36 others. 
These patients have been under observation 
from two to seventeen months with an aver- 
age of nine months since the initial course 
of banthine was started. All were white, 
and were obtained from our private prac- 
tice. These patients had proven ulcers both 
clinically and roentgenographically. With 
the exception of 2 patients who elected to 
start their course of treatment in the hos- 
pital, all were advised to continue their 
regular work during the course of treat- 
ment. All patients were placed on a bland 
diet with milk given between meals and at 
bedtime. At the initiation of the studies 
seventeen months ago, banthine was pre- 
scribed 100 mgm. every six hours, day and 


years. 
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night at 6:00 A. M., 12:00 noon, 6:00 P. M. 
and 12:00 midnight. However, marked side 
effects became quite frequent and the dos- 
age was changed to 50 mgms. every six 
hours using the same schedule. This has 
proven to be effective with must of the pa- 
tients and the incidence of unpleasant side 
effects has decreased markedly. However, 
larger doses were used in those patients 
who did not have an adequate response on 
200 mgm. daily. Occasionally patients were 
given 50 mgm. three times a day and 100 
mgm. at midnight in order to combat the 
usual nocturnal elevation of gastric acidity. 

Originally, roentgenographic studies were 
repeated every one or two months until 
healing was found. However, this was pos- 
sible in only 25 cases. Since follow-up 
roentgenographic studies at frequent in- 
tervals could be done only on one-third of 
all of the patients, it was felt that criteria 
for clinical inactivity must be established. 
Therefore, if a patient was symptom free 
for at least three months on a regular diet 
after having stopped banthine and all other 
antispasmodics and antiacid drugs, his ulcer 
was considered clinically inactive. Symp- 
toms appearing after this were considered 
recurrence and studied roentgenographical- 
ly. When possible the patients were seen 
weekly early in the course of treatment and 
monthly thereafter. 

At the beginning of our study, the use of 
banthine was restricted to those patients 
with ulcers which had failed to respond to 
prolonged medical and dietary management 
and were considered candidates for surgical 
intervention such as vagotomy with resec- 


tion or gastroenterostomy. These, along 
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with a similar group treated later in the 


study, are classified as severe duodenal ul- 


cers (Table 1). Very carefully controlled 
TABLE 1 
DUODENAL ULCERS NOT RESPONDING TO PRO 


LONGED MEDICAL AND DIETARY MANAGEMENT 
AND CONSIDERED CANDIDATES FOR SURGERY 


Potal Ages Average Agi 
Males 29 28 to 67 41 
Females 5 26 to 56 45 


Duration of 


Symptoms 9to 300 months Average 131 months 


Before After 
Symptoms: Janthine Janthine 

Pain and burning 

Intractable 28 3 

Intermittent 1 1 

Occasional 0 14 
Vomiting: 

Intractable 1 

Moderate 5 0 

Mild 1 1 
Hemorrhage: 

Major 4 0 

Minor 0 1 


medical uleer management including strict 
had 


been used by these patients without relief 


diets, antispasmodics and antiacids 


of symptoms. Many had been hospitalized 
in order to eliminate environmental factors 
which may have played a part in producing 
their ulcers. The average duration of time 
that had elapsed since the original onset of 
symptoms of duodenal ulcer in the members 
of this group was one hundred thirty-one 
months. The only treatment originally pre- 
scribed in this group was a bland diet and 
banthine. The majority of them became 
symptom free in a very few days. A few 
of the patients required the addition of ant- 
between meals and at bedtime for 
complete relief. Four patients who were 
completely asymptomatic after taking the 
first dose of medicine stopped taking it at 
the end of two months and have been on a 
regular diet since that time. Three patients 
with intractable pain after banthine thera- 
py and one with intermittent pain were 
treated surgically, and these will be dis- 
cussed later. 


acids 


Included in our group of mild duodenal 
uleers (Table 2) were those which usually 
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TABLE 2 
MILD DUODENAL ULCERS 


Total Ages Average Ag 
Males 32 20 to 67 55 
Females 10 31 to 62 45 
Duration of 1to180 months Average 147 months 
Symptoms Before Afte 
Symptoms: Banthine Banthine 
Pain and burning 
Intractable 12 0 
Intermittent 23 0 
Occasienal 6 13 
Vomiting: 
Moderate 6 0 
Mild 2 1 
Hemorrhage: 
Major 3 0 
Minor 1 0 


responded to antispasmodics and antiaci‘|s 
with a bland diet. Many of them had had 
frequent recurrences of their symptoms 
but were able to obtain relief by strict diet, 
rest and drugs. Also included in this group 
are 7 patients with their first episode of 
ulcer symptoms. These were all placed on 
50 mgm. of banthine every six hours and a 
bland diet. The relief from symptoms was 
almost immediate in most cases. One patient 
in this group had a minor hemorrhage after 
starting therapy but he had not followed 
the banthine as prescribed. 

Several objectional physiological effects 
(Table 3) were noted. Practically all of 

TABLE 3 


OBJECTIONABLE PHYSIOLOGICAL EFFECTS 
Moderate Severe 

Salivary suppression 4 6 
Constipation 8 0 
Dysuria 3 4 
Mydriasis 2 0 
Abdominal cramping 3 0 
*The objectionable physiologic effeets were severe enough 
to cause discontinuance of Banthine. 


the patients complained of mild salivary 
suppression, constipation, and mydriasis 
Two of the patients were unable to do their 
work because of mydriasis. In these, the 
noon dose was discontinued and antacids 
substituted. Three patients developed severe 
epigastric cramping fifteen minutes after 
taking the drug. Two of these had been on 
the drug for two months prior to this com- 
plication. After omission of several doses. 
banthine was again given with no further 
difficulty. Six patients, 3 males and 3 











HOLOUBEK, HOLOUBEK, LANGFORD—Banthine in Duodenal Ulcers 


females, had such severe salivary suppres- 
sion as to necessitate discontinuance of the 
Three male patients, 1 of whom had 
palpable prostatic hypertrophy, complained 
of severe dysuria and the drug was dis- 
continued. All of these had been placed on 
100 mgm. every six hours. After one year, 
one of these patients returned and was 
placed on 50 mgm. every six hours with no 
urinary difficulty. Four female patients 
complained of dysuria, but 3 of them were 
willing to tolerate this discomfort. 


drug. 


Follow-up roentgenographic studies were 
done on just 26 of these patients, and the 
month during which the healing was com- 
is shown in Table 4. In the majority, 


plete 


TABLE 4 
HEALING BY ROENTGENOGRAVHILC STUDIES 
s After Start of Treatment No, of Cases 
1 Month 5 
2 Months 15 
>} Months 3 
t Months 3 


healing occurred between the second and 
third month. Six of these were very severe 
duodenal uleers which had been considered 
candidates for surgery. 

Most of the patients in our study re- 
mained on banthine therapy for less than 
three months (Table 5). 
the drug for six months. 


Four staved on 


TABLE 5 

PERATION OF TREATMENT WITH BANTIIINE 
Months No. of Cases 

l I Le SS 17 

2 35 

} 17 

H 2 

5 1 

6 4 


Also noted in this study was the physical 


habitus (Table 6) and the occupations 
rABLE 6 
PHYSICAL IALITUS OF 76 DUODENAL ULCER 
PATIENTS 
Male Female 
Asthenic 26 4 
Sthenic 21 9 
Hypersthenic 14 2 
Total 61 15 
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TABLE 7 
OCCUPATIONS 

MALES FEMALES 
Priest 1 Housewife 10 
Doctor 4 Nurse 2 
Executive 11 Stenographer 1 
Salesman 6 Executive 2 


Mechanic 14 
Oil Field Worker 4 
Farmer 5 
Laborer 3 
Schooliteacher 


Cook 1 
Truckdriver 3 
Fireman 1 
Electrician 
Unknown 2 


(Table 7) of the entire group. It is inter- 
esting to note the large percentage of semi- 
skilled and unskilled laborers in this series. 

There were 11 recurrences among the 
male patients and 5 recurrences among the 
female patients. These became symptom 
free again after restarting banthine. One 
patient treated in early 1950 had a large 
uleer which healed completely with 100 
tablets of banthine. Symptoms recurred in 
the fall and again 100 tablets produced re- 
lief and he remained asymptomatic on a 
regular diet for the remainder of the year. 
In the spring of 1951 symptoms again re- 
curred and on this occasion an active ulcer 
was shown by roentgenographic studies. 
He is again asymptomatic on banthine. 

CASE REPORTS 

Case No. 1. A white male, age 49, a machinist, 
had a history of duodenal ulcer for fifteen years. 
He had been on very restricted diet, antiacids, anti- 
spasmodics and banthine 


before he came to us. 


Physical examination revealed tenderness in the 
epigastrium, but no other significant findings. An 
x-ray on October 10, 1950, revealed prominent 
gastric rugae with marked deformity of the duode- 
nal cap with partial stenosis and evidence of an 
ulcer crater. There was 15 per cent retention in 
twelve hours. A resection was recommended, but 
the patient wanted to take banthine again. He 
was placed on two tablets every six hours, and on 
October 25, 1950, repeat roentgenographic studies 
revealed a marked stenosis and deformity of the 
duodenal cap and evidence of a large ulcer crater 
was found. 
retention. There had been no change in his pain 
and vomiting. A larger ulcer which had pene- 
trated into the pancreas was found on surgery. 
Case No. 2. A white male, age 52, had a history 
of an active ulcer intermittently for sixteen years. 


At six hours there was 50 per cent 
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He had considerable pain. He had been placed on 
banthine without much improvement. X-ray re- 
vealed a large pyloric duodenal ulcer which did not 
respond to treatment. Surgery was recommended. 
A resection was done and he was found to have a 
penetrating duodenal ulcer. 


Case No. 3. A white male, age 29, had a history 
of having had an ulcer for the past five years. He 
had repeated, intense pain. X-ray revealed a large 
duodenal ulcer. He had been placed on banthine 
previously and had a good response. However, he 
would not take his medication, and continued hav- 
ing intractable pain. Because of his mental at- 
titude and his uncooperativeness on a medical re- 
gime, a gastric resection was done. This patient 
could have been handled quite well on the medical 
regime with banthine had he been cooperative. 


No. 4. A 32 year old white male had had 
ulcer symptoms for four years. Roentgenographic 
studies revealed a large duodenal ulcer. He was 
placed on banthine and a bland diet and became 
symptom free. He showed x-ray healing in two 
months. He stopped the treatment and in ten days 
developed severe intractable pain. A penetrating 
ulcer was diagnosed. He was hospitalized and re- 
quired banthine, antacids and a milk and cream 
regime. The pain subsided after four days but 
he requested surgery. A resection with 
vagotomy was done. On section, the ulcer showed 


Case 


partial 


signs of healing. 
Case No. 5. A 54 year old white male had re- 
peated attacks of hematemesis for twelve years. 
He would be hospitalized once or twice a year re- 
quiring several pints of blood. There was no pain. 
X-ray revealed a duodenal ulcer. Surgery was 
recommended. He was placed on banthine prior to 
the resection. 
No. 6. A 65 year old white male had had 
a duodenal ulcer for ten years. He had a vagotomy 
six years ago with relief of symptoms, but recently 
his ulcer had recurred. He was asymptomatic on a 
bland diet. He suddenly developed severe ulcer 
symptoms. There was no response to bedrest, 400 
mgms. banthine a day, or with a Sippy regime and 
antacids every hour. At that time it was learned 
that he was secretly taking cortisone. 
this was stopped, the ulcer healed. 


Case 


As soon as 


Case No. 7. A 54 year old colored farmer had 
recurrence of duodenal ulcer as proved by x-ray. 
He did not respond to conservative treatment. He 
was given banthine and became symptom free for 
about two After that he was placed on 
placebo tablets, made up of quinine and having a 
similar taste. He next returned to the hospital 
with severe hematemesis and an emergency gastric 
resection was performed. He developed symptoms 
shortly after he was placed on the plabeco. This 
patient was treated at the Charity Hospital and 
was not included in our survey. 


weeks. 
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CONCLUSION 

1. Banthine is an effective antispasmo: ic 

for use in treatment of duodenal ulcers. 
2. The great majority of patients respond 
to 50 mgm. every six hours with a 
bland diet and milk between meals. 
A few patients required the addition 
of antacids between feedings. 


We 


4. Recurrences after cessation of banthine 
therapy are about as frequent as with 
other forms of treatment. A course 
(one to two months) of banthine every 
spring and fall or at any period of 
severe emotional and physical strain or 
dietary indiscretion seems advisable. 
Other patients may prefer to take 50 
to 100 mgm. of banthine at bedtime 
and antacids during the daytime in 
order to prevent recurrences. 


or 


Cessation of the drug because of un- 
pleasant side effects was required in 
10 patients. 

6. The use of banthine does not usually 
require a period of hospitalization or 
bedrest and these patients are able to 
take their treatment without losing 
time from work and also maintain a 
well balanced diet. 

7. The usual indications for surgical in- 
terference in duodenal ulcers, namely 
obstruction, hemorrhage, and perfora- 
tion still remain. -+ rth nor | 
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The purpose of this paper is to report 
the application of a standardized technique 
for radioactive iodine'™' tracer study to 207 
subjects and to emphasize the usefulness of 
tracer studies in the differential diagnosis 
of thyroid disorders. 

In 1938, Hertz, Roberts, and Evans dem- 
onstrated the selective uptake of radioactive 
iodine by the thyroid gland.' This observa- 
tion paved the way for a new approach to 
the study of thyroid physiology and path- 
Hamilton? and Hamilton and 
Soley,** using a Geiger-Mueller tube over 
the thyroid gland, were able to show that 
radioactive iodine is rapidly absorbed and 
concentrated in the thyroid gland. They 
found it possible to differentiate between 
vormal and hyperthyroid glands. Subse- 
quently, others*®* used urinary iodine ex- 
cretion either alone or in conjunction with 
uptake estimations directly over the gland 
as the basis of their technique. The unsat- 
isfactory features of urinary excretion 
methods and “accumulation gradients” have 
been emphasized by Oshry and Schmidt‘ 
and Werner and his co-workers.* 

Quimby and McCune® developed a tech- 
nique for direct quantitative measurement 
of the amount of radioactive iodine taken 
up by the thyroid gland. This method (or 
modifications) has been widely used by 
cthers. In essence, the method consists of 
comparing the count obtained over the thy- 
roid gland with that obtained over an ad- 
ministered dose of radioactive iodine placed 
in the same geometric relationship to the 
Geiger-Mueller tube. It has been demon- 


ology. 
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strated that if the uptake of radioactive 
iodine by the thyroid gland is followed at 
hourly intervals after oral ingestion and 
plotted against time, an exponential curve 
is described which shows a plateau after 
twenty-four hours.*!°:!! 

The details of our technique for direct 
measurement of radioactive iodine concen- 
tration by the thyroid gland have been re- 
ported elsewhere.'” 

PROCEDURE 

The concentrated solutions of radioactive 
iodine received from the Atomic Energy 
Commission at Oak Ridge, Tenn., are as- 
sayed and a dilute stock solution is pre- 
pared. The I'*' is derived from neutron 
bombardment of tellurium. Tracer doses 
and standards are prepared simultaneously 
on the same day from the same stock so- 
lution. Like doses are measured into simi- 
lar bottles. The standards are one half as 
strong as the tracer doses.* 

The I'*' administered in these experi- 
ments was carrier-free. Keating and asso- 
ciates'® have demonstrated the variable re- 
sults upon uptake when stable iodine car- 
rier is used. 

Tracer doses diluted with tap water were 
administered to 207 subjects. The dose was 
usually given after breakfast. The subjects 
varied in ages from 17 to 81, and 80 per 
cent were females. (The studies were done 
on patients seen on the private and public 
ward services of Touro Infirmary.) 

The patients were asked to return twen- 
ty-four hours after the tracer dose was 
given, at which time the counts were done. 


*We have reduced the strength of the standard, 
first, because tube lag in our sensitive bismuth wall 
tubes rendered counts on 100 microcurie doses in- 
accurate; and secondly, because we soon found, as 
others have, that a 50 microcurie routine tracer 
yields as much information as one twice that 
strength. It thus has been estimated that 200 
microcuries I!*1 may be used per year with safety ;° 
the desirability of smaller tracer doses is obvious. 
We, therefore, use a 50 microcurie tracer dose and 
a 25 microcurie standard (simulating 50 per cent 
uptake). Since the ratio of counts in the gland 
to counts in the standard is the important factor, 
the dose need not be (and for decay reasons seldom 
is) exactly 50 microcuries as long as the tracer 
dose is exactly twice as strong as the standard. 
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All counts were made with the patient in 
the supine position. The end of the bismuth- 
wall shielded tube supported in a suitable 
carrier bracket was positioned 15 cm. over 
the midline of the thyroid gland and the 
count recorded. A control background count 
was then taken with the tube a similar dis- 
tance above the midthigh. The difference 
between these two, in counts per second, is 
the net “‘thyroid count.” Before, during and 
after a series of tracer counts, a count over 
the standard bottle—placed in the same 
geometric position in relation to the tube 
as the thyroid gland—was recorded. Since 
our standards are 50 per cent as strong 
as the tracer doses the per cent uptake 

net counts per second over the standard 
: 200 

net counts per second over the thyroid 
LIMITATIONS OF TILE 
1. Vomiting and diarrhea constitute con- 

traindications for obvious reasons. 


METILOD 


2. Pregnancy is a contraindication after 
the twelfth week since Chapman et al'' have 
demonstrated the uptake of radioactive 
iodine by the fetal thyroid in the second 
and third trimester of pregnancy. 

3. Stable iodine compounds may depress 
uptake by the thyroid for as long as three 
months. Some sources of stable iodine are 
readily spotted ; others require considerable 
detective talent to trace them down. One 
low uptake was explained only after it was 
determined that the patient had been given 
iodide for a provocative Wasserman in an- 
other clinic and two low uptakes occurred 
because of concurrent thyroid medication; 
desiccated thyroid may inhibit uptake for 
twelve weeks. Some of the more obvious 
sources of stable iodine include sodium or 
potassium iodide, iodine-containing ameba- 
cides, Lugol’s solution, iodides in cough 
mixtures and iodine in compounds used for 
cholecystograms, bronchograms, py elo- 
grams, and those compounds used for ar- 
teriography and spinal visualization. 

1. Antithyroid drugs such as thioureas, 
thiocyanates interfere with uptake for days 
or weeks.*:'" 

5. Iodine lack may give a falsely high 
uptake. One of our cases (chronic alcohol- 
ism) showed an uptake of 68 per cent. 
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RANGE OF 1131 UPTAKE BY THE THYROLD GLAND 
The 207 cases (Fig. 1) had uptakes fall- 
Table | 

UPTAKE and CLINICAL DIAGNOS(S 

I'3! Uptake | Total Cases | Toxic Casts |Non-toxic Cases 


CORRELATION I'3! 














»45% 27 | 24 3 
40 -44% a | 5 6 
oe - 39% 147 10) 147 7 
00-10% 22 ° 22 











ing into four broad groups. Twenty-seven 
cases had uptakes greater than 45 per cent; 
24 of these were clinically toxic. Three cases 
were not toxic and had the following clinical 
diagnoses: 1 malignant hypertension, 1 con- 
vestive heart failure, and 1 malnutrition 
with iodine lack. Eleven cases had uptakes 
between 40 and 44 per cent; 5 were clinical- 
iv toxic and 6 nontoxic. One hundred and 
forty-seven cases had uptakes between 11 
and 39 per cent. All of these were clinical! 
euthyroid. The distribution curve is bell- 
shaped. (Fig. 2). 


WW, Yili 


Figure 2 

Twenty-two cases had uptakes between 0) 
and 10 per cent. Of these, 17 cases had an 
assignable cause for the low uptake: 8 had 
recently taken stable iodine compound; 2 
were taking desiccated thyroid; 4 had 
ablated glands; 2 had primary hypothyroid- 
ism and 1 had a recent gallbladder visuali- 
zation. Five cases had low uptakes for no 
known cause although stable iodine inges- 
tion is strongly suspected since they had 
recently been treated for respiratory infec- 
tions. We feel justified in omitting these 
5 cases in our calculations of the efficiency 
of the method. 

It is significant that no untreated toxic 
case had an uptake of less than 40 per cent. 
While our series of toxic cases is too small 
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to be statistically significant, the impres- 
sion is gained that 40 to 45 per cent is a 
borderline zone. Six euthyroid and 5 toxic 
cases fell in this range. This group of 11 
cases is a small but important group. If 
one accepts the zone lines drawn at 10, 40 
and 45 per cent uptake, the accuracy of 
diagnosis is over 95 per cent. (Fig. 1). 

Since one of our purposes was to de- 
termine whether geographic location has 
any effect on iodine uptake, the technique 
ct measurement becomes important. In Bos- 
ton, Means,'® using a tube distance of 30 cm. 
from the gland, reports 55 per cent uptake 
as the upper limit for euthyroidism. In 
California, Jaffe and Ottoman!'® using a 10 
cm. counting distance arrived at 35 per cent 
uptake as the upper limit for euthyroidism. 
Werner, Quimby and Schmidt'’ employed a 
15 em. distance and obtained data strikingly 
similar to ours. Using 35 per cent uptake 
as the upper limit of normal, they found 9 
per cent of the euthyroid cases above, and 
(i; per cent of the toxic cases below this level. 
Using 40 per cent uptake as the dividing 
line, they found 4 per cent of the euthyroid 
cases above, and 11 per cent of the toxic 
cases below this level. An overlap being 
inescapable, they prefer using 35 per cent 
uptake as the upper limit of normal thereby 
excluding fewer toxic cases. 

While our group of toxic cases was too 
small for final evaluation, our failure to 
find untreated toxic cases with less than 40 
per cent uptake allows no other reasonable 
limit to be set. Our data indicate that at 
i0 to 44 per cent uptake there is an over- 
lay of 6 euthyroid (4 per cent) into the 
toxic level. The accuracy of the method in 
the diagnosis of euthyroidism is about 95 
per cent. 

The absolute figures dividing the various 
croups will vary with the technique used 
but it would appear that a uniform proced- 
ure will yield accurate results from the 
standpoint of clinical grouping. It should 
be noted that the absolute figure for per- 
centage uptake will increase with increase 
in the distance of the counter tube from the 
thyroid.'? This fact explains the differences 
in absolute levels in different laboratories. 


That gland size makes little differences in 
uptake value is shown by the fact that at 
least 25 of our euthyroid group had glands 
enlarged to twice normal size or greater. 
In our method"? an attempt is made to in- 
dicate the basic physics for tube type and 
distance from the gland. While variations 
in technique may yield different absolute 
levels for hypothyroidism, euthyroidism, 
and hyperthyroidism the distribution of 
cases is strikingly similar in widely differ- 
ent geographic locations. 

One of our purposes is to point out the 
significance of radioactive iodine studies 
in the diagnosis of thyroid disorders and in 
the differential diagnosis of diseases which 
may possibly simulate them. 

COMPARISON WITH OTHER LABORATORY 
TECHNIQUES 

Three laboratory techniques are available 
for evaluation of clinical data. 

1. The basal metabolic rate 

2. The serum bound iodine* 

3. The radioactive iodine tracer 

Jaffe and Ottoman’ indicate that the 
basal metabolic rate determination is accu- 
rate in about two-thirds of the patients 
studied. The error may be caused by tech- 
nical difficulties of the test, improper prep- 
aration of the patient, or failure of the pa- 
tient to follow orders. Furthermore, a cer- 
tain group of patients (children, neurotics, 
asthmatics, and patients with cardiac de- 
compensation) are eminently unsuited for 
this estimation. Werner et al.,° showed that 
the basal metabolic rate fell outside the ac- 
cepted range of plus or minus 10 per cent 
in approximately 50 per cent of euthyroid 
patients and half of these fell in the hyper- 
thyroid range. These authors, in fact, have 
substituted radioactive iodine uptakes for 
basal metabolic rate determinations as a 
routine laboratory screening procedure in 
the diagnosis of thyroid disorders. They 
indicate that about 20 per cent of patients 
thus tested require confirmatory proced- 
ures as opposed to some 50 per cent who 
require other tests when the basal metabolic 
rate is the first approach. In our subjects 
44 per cent of euthyroid patients had basal 
metabolic rates outside the limits of plus 
or minus 10 per cent and slightly more than 
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half of these were in the hyperthyroid 
range. 

The organically bound iodine in serum is 
a highly technical procedure and impracti- 
-al in most institutions; furthermore it has 
an accuracy of about 76 per cent as com- 
pared with 95 plus per cent obtained with 
radioactive iodine. Our data above indi- 
cate an accuracy of some 95 per cent for 
the differential diagnosis of thyroid disor- 
ders. This accuracy for a single estimation 
far exceeds that of any other method avail- 
able to the clinician. 

There exists a large group of patients 
eminently unsuited for basal metabolic rate 
ceterminations, whose thyroid status is: at 
best poorly evaluated without tracer tech- 
nique. Psychotics, asthmatics, leukemias, 
congestive heart failure cases constitute 
part of this group. Using radioiodine tracer 
doses, eminently satisfactory evaluations of 
the thyroid status of children may be ob- 
tained. There is further a large group of 
patients with anxiety states who approach 
the basal metabolic apparatus with fear and 
trepidation. One of these cases in our se- 
ries had 8 basal metabolic rates done be- 
cause of tremor, tachycardia, excessive 
sweating and weight loss. Her metabolic 
rates ranged from plus 27 to plus 44. A 
tracer technique showed an uptake of 18.5 
per cent. We have for the first time an 
accurate tool for the evaluation of these 
patients. 

Hypertensive cardiovascular disease is 
frequently associated with elevation of the 
basal betabolic rate. In such cases, the is- 
sue is at times complicated by thyroid ab- 
normality. Mrs. L. R., age 56, had hyper- 
tensive cardiovascular disease in 1948 with 
a blood pressure of 210/120. Her heart 
rate was 100 to 110 per minute; there was 
moderate anxiety and her thyroid gland was 
diffusely enlarged to twice normal size. In 
that year she survived an anterior coronary 
thrombosis. Tachycardia, mild tremor, 
goitre, hypertension and angina persisted. 
Numerous basal metabolic rate determina- 
tions showed rates from plus 22 to plus 37. 
A course of Lugol’s solution for a month 
was followed by transient drop in basal 


metabolic rate to the low 20’s.  Propy!- 
thiouracil administered for one year failed 
to alter the clinical picture. A tracer up- 
take indicated 17 per cent uptake by the 
thyroid gland. This was well within nor- 
mal limits. Following a short bout of con- 
gestive failure an attempt at thyroid abla- 
tion with a treatment dose of radioactive 
iodine was made. There has been marked 
clinical improvement because of the hypo- 
thyroid state induced. The significant is- 
sue is that we were never quite certain 
prior to a tracer study that the thyroid 
gland was not overactive. 

It has been stated that thyroidectomy re- 
stores the patient to a previous state of 
emotional instability. While most cases of 
recurrent hyperthyroidism are not difficult 
to diagnose, patients at times pose a con- 
siderable problem. Mrs. Mcl, age 45, had 
a thyroidectomy done in 1941 and again in 
1947. Following the failure of propyithiou- 
racil to control her symptoms she had been 
maintained intermittently on Lugol’s solu- 
tion. Weight loss, anorexia, tremor, tachy- 
cardia, and emotional instability were all 
present in marked degree. Her emotiona! 
instability was so great that futile as it ap- 
peared, a quasi-successful basal metabolic 
rate estimation was done; the rate was plus 
29. Extensive scarring at the site of pre- 
vious operations precluded the possibility 
adequate palpation of the neck for thyroid 
tissue. The patient was such a poor surgi- 
cal risk that surgery was deemed undesir- 
able. Her last dose of Lugol’s solution had 
been taken some three weeks before a radio- 
active iodine uptake study was done; an up- 
take of 35 per cent was found. While this 
figure is in the high normal range, the fact 
that she has taken stable iodine made it 
highly significant. It was no time to tem- 
porize. <A treatment dose of radioactive 
iodine was given and her symptoms sub- 
sided rapidly. She gained 24 lbs. in six 
weeks and her only complication was post- 
treatment hypothyroidism readily con- 
trolled by orally administered desiccated 
thyroid. By the same token tracer studies 
are valuable in ruling out recurrent hyper- 
thyroidism. Three post thyroidectomy cases 
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were referred for testing because of uncer- 
tainty as to the recurrence of hyperthyroid- 
ism. All of these had normal uptakes and 
were not judged to be hyperthyroid. 

There is further, as 


pointed out by 


Means," a group of patients with hyperthy- 
roidism and normal basal metabolic rate. 
An inferential diagnosis may be made by 
trial testing with stable iodine; an accurate 
radioactive 
tracer study. Reinhardt'* has 
pointed out the value of radioactive iodine 
tracer studies for determining the com- 
pleteness of thyroidectomy. This is es- 
pecially valuable in following “total” thy- 
roidectomy for carcinoma of the gland. The 
diagnosis of intrathoracic goiter'® may be 
made with relative ease and tracer studies 
may be the only method of picking up 
and indicating treatment for functioning 


metastases.~” 


diagnosis may be made with 


iodine 


RADIATION TLAZARID 

Many have asked questions with refer- 
ence to radiation danger to the patient and 
hospital personnel incident to tracer studies. 
Assuming a 50 per cent uptake of the tracer 
dose of 50 microcuries, 25 microcuries 
iodine'* would be trapped by a normal-sized 
25 gram gland yielding a concentration of 
one microcurie per gram. It has been cal- 
culated'' that one microcurie of iodine" per 
gram thyroid tissue, uniformly distributed 
(containing about 0.008 micrograms iodine) 
and allowed to remain long enough to decay 
completely would supply a radiation dose of 
160 e.r. This is an innocuous hazard to the 
patient. 

With reference to personnel about the pa- 
tient, there is no hazard as such. It may 
be estimated that if the gland content in a 
tracer measurement is 25 microcuries 
iodine! none of the beta-radiation (effec- 
tive radiation distance in tissue is 2 mm.) 
escapes the body, while the gamma radia- 
tion at a distance of 11% ft. from the thy- 
roid gland for twenty-four hours would be 
0.004 r. Nontoxic exposure limit is 0.1 r. or 
25 times this dose. The problem of hazard 
incident to the use of large treatment doses 
will be discussed elsewhere.'” 
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BIOLOGIC EFFECTS OF IONIZING 
RADIATION* 
CHARLES E. DUNLAP, M. D.7 
NEW ORLEANS 


All living things have been exposed to 
ionizing radiation since the beginning of 
life on earth. We are constantly bombarded 
by the scattered radiation from cosmic rays 
which reach our atmosphere from outer 
space and are also exposed to radiation 
from radioactive compounds naturally pres- 
ent in earth and water. Even in the ab- 
sence of any artificial sources of radiation, 
the average person is normally exposed to 
some 0.3 milli-roentgens of ionizing radia- 
tion each day. Thus, the invention of x- 
ray machines, the purification of radium, 
and the achievement of nuclear fission have 
merely introduced a hazard of receiving 
dangerously large doses of a form of energy 
to which we have always been exposed. 

DEFINITION OF IONIZING RADIATION 

The term ionizing radiation refers to all 
forms of radiation that carry sufficient 
energy to produce ionization in the mate- 
rials that absorb them. This includes elec- 
tromagnetic waves such as x-rays and gam- 
ma rays, and also high energy “particulate” 
radiation such as alpha and beta particles, 
neutrons and protons. When ionizing ra- 
diation is absorbed, the resulting state of 
ionization lasts only the briefest fraction 
of a second and is thus present only during 
actual exposure, yet this brief moment of 
ionization is responsible for all subsequent 
biological effects. The obvious pathologic 
lesions, however, do not appear for days, 
months or even years after exposure. Since 
ionization is responsible for the changes it 
is easy to understand why all types of ion- 
izing radiation should produce biological 
injuries of the same general character. 
This fact also makes practicable the meas- 
urement of doses of different kinds of ra- 
diation by a common unit, the roentgen, 
which i# a measure of ionization. 
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DEGREES OF SENSITIVITY 

Any living things can be killed by suffi- 
cient exposure to radiant energy, but there 
are great differences in the lethal dose for 
different forms of life. Some bacteria, for 
example, can survive doses of over 100,00( 
roentgens, whereas the lethal dose for man 
is believed to be in the neighborhood of 
500 roentgens, delivered to the whole body. 
Not only do different forms of life differ 
in radiosensitivity, but the various types 
of cells within the same body have a wide 
range of susceptibility to radiation injury. 
Among the most radiosensitive cells are 
lymphocytes, the hematopoietic cells of the 
bone marrow, the germ cells both in the 
ovary and testis and the epithelium of the 
gastrointestinal tract, particularly the 
small intestine. In general, the radiosen- 
sitivity of a neoplasm follows quite closely 
the radiosensitivity of the cells from which 
the neoplasm arose, and, as is well known, 
the tumors that lend themselves to effec- 
tive radiation therapy are those whose cells 
are more easily destroyed than the cells of 
the normal tissues about them. 

TISSUE INJURIES 

The actual injury suffered by an irradi- 
ated tissue is quite similar in character to 
a sunburn, if one can conceive of a sun- 
burn which is not confined to the surface 
but extends deeply into the tissues. The 
early changes in the skin are capillary dila- 
tation with associated erythema, together 
with edema, both intracellular and extra- 
cellular, and swelling and fibrillation of 
collagen and elastic tissue. Very early in 
the reaction there is an arrest of mitosis, 
which lasts for a variable period of time, 
depending on the dosage. The endothelial 
cells lining blood vessels also show swelling 
and injury which permits the loss of fluid 
through vessel walls and may even result 
in the occlusion of the lumens of some of 
the smaller vessels. In addition to these 
changes a low grade inflammation soon de- 
velops. The inflammatory exudate is made 
up chiefly of edema fluid containing scat- 
tered lymphocytes and macrophages and a 
few neutrophiles. After small doses of ra- 
diation, the tissues return to their previous 
condition so far as can be detected by gross 
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or microscopic examination. However, if 
larger doses are used the reaction appears 
earlier is more severe, and lasts longer. 
Doses sufficient to produce erythema of the 
skin ordinarily result in damage to skin 
The hair is lost within the 
of treatment and the activity of se- 
and 


appendages. 
field 
decreased. 
These changes are reversible after moder- 
ate doses, but after larger doses extensive 
and permanent epilation occurs and perma- 
nent atrophy of the skin appendages may 
result. 


baceous sweat glands is 


After exposure to doses, such as are used 
in the treatment of malignant tumors, there 
is characteristically a superficial sloughing 
of the epidermis, very similar to that seen 
after a severe sunburn. If the treatment 
has been properly planned the epithelium 
is repaired and the edema of the dermis 
subsides to leave a somewhat atrophic but 
pliable skin. If the dosage has been ex- 
the edema which appears in the 
early phase may persist and become or- 
ganized. The resulting change is similar 
in many respects to lymphedema. The in- 
growth of fibroblasts may render this a 
permanent or very reversible 
“woody” edema of the affected 
Such tissue has a poor blood supply. 


cess i ve 


slowly 
tissues. 

Many 
of the vessels are occluded, while others 
have undergone ectasia. Tissue of this sort 
has decreased resistance to bacterial infec- 
tion and shows poor healing after accident- 
surgical trauma. Surgical interven- 
tion, even in the neighborhood of such an 
area, may further compromise an already 
impaired blood supply and precipitate is- 
chemic necrosis. In heavily overtreated tis- 
sues spontaneous radiation necrosis may de- 
velop, usually some months or years after 
the original irradiation. The resulting ul- 
cer is surrounded by woody, firm, poorly 
vascularized scar tissue, very tough and 
brawny and almost bloodless. Such lesions 
seldom heal spontaneously and effective 
treatment requires excision of the entire 
volume of damaged tissue. Epidermoid 
carcinoma is a frequent complication of se- 
vere radiation injury of the skin. The car- 
cinomas are usually preceded by keratoses 


] 
al or 
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and may develop at any time from two to 
thirty or more years after exposure. It 
should be emphasized that severe radiation 
atrophy, radiation necrosis, and radiation 
carcinoma result from excessive exposure 
and are not to be anticipated as a conse- 
quence of properly administered radiation 
therapy. Radiation changes in other tis- 
sues are quite similar to those which have 
been described in the skin, taking into ac- 
count, of course, the variable radiosensitiv- 
ity of specific types of cells and differences 
in the process of repair in the several or- 
gans. 
SYSTEMIC EFFECTS 

In addition to the local tissue injury, 
exposure to large doses of radiation may 
result in systemic effects. Among the most 
important of these is an abrupt and often 
a dramatic decrease in the number of cir- 
culating white blood cells. Severe radiation 
leukopenia lowers resistance te infection 
and favors the development of bacteremia. 

Anemia may be produced by excessive 
or repeated exposures but is much less fre- 
quent than leukopenia. Another systemic 
manifestation is radiation sickness with its 
associated nausea, vomiting and psychic de- 
pression. Radiation sickness is not well un- 
derstood, but it is believed to be due in 
large part to extensive tissue destruction 
with release of products of tissue break- 
down. Injury to the intestinal mucosa may 
be a contributing factor. Mucosal ulcera- 
tions not only favor bacterial invasion but 
may permit the absorption of toxic ma- 
terials from the intestinal lumen into the 
blood stream. 

HAZARDS OF TTARMEFUL EXPOSURES 

The danger of receiving harmful ex- 
posures to radiation is by no means limited 
to atomic warfare. At present any person 
who is licensed to practice medicine has 
the legal right to use radiation in the diag- 
nosis and treatment of his patients. Many 
physicians take advantage of this right 
without having had adequate experience or 
training in radiology. There are a number 
of special reasons why the use of radiation 
by inadequately trained persons is hazard- 
The first of these is that during ex- 
posure there is no sensation of heat, pain, 


ous. 
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tingling, or other warning sign of injury. 
A second danger is that a latent period of 
a week or more elapses after exposure be- 
fore any obvious injury appears. A radi- 
ologist must be able to predict the ultimate 
effects of his treatment even though at 
the time he can see no change whatsoever 
in the tissue that he is treating. A third 
danger arises from the fact that there is 
no known means of inhibiting, reversing or 
significantly modifying the effects of a 
dose of radiation once it has been adminis- 
tered. Still another danger is inherent in 
the cumulative factor in radiation injury. 
Even small doses, any one of which would 
be too small to produce any obvious 
changes, may, if repeated often enough, re- 
sult in serious tissue injury. You have all 
noticed that your dentist when taking x- 
rays has you hold the film with your own 
finger. The dentist knows that the small 
dose of radiation which your finger re- 
will result in no damage to you, 
whereas if he held the films himself sev- 
eral times a day for months or years, the 
probable result would be serious atrophy 
of the skin and probable loss of his finger. 
Two or more doses of radiation separated 
by a rest period will not produce as great 
an effect as the same total dose given in 
a single sitting. There is some recovery, 
but it is incomplete. In other words, the 
effects of repeated exposures are cumula- 
tive but show incomplete summation. 


ceives 


One of the most important factors in 
predicting the effect of a given dose of 
radiation is the size of the field of treat- 
ment. Small volumes of tissue can be ex- 
posed to doses of 2,000 to 10,000 roentgens 
with safety. However, as the area exposed 
becomes larger, both the local and the sys- 
temic effects are greater. When the whole 
body is exposed the effect is maximum. 
Thus, doses stated in roentgens alone mean 
very little unless the conditions of treat- 
ment are specified. For example, 600 roent- 
gens delivered under ordinary conditions 
to a 10 by 10 centimeter portal will barely 
produce a reddening of the skin, but the 
same dose applied to the whole body will 
be fatal. 
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In the military uses of radiation we are 
interested in whole body radiation. Ac. 
tually, in atomic bombing, radiation in) ury 
is a secondary hazard. Some 85 per cent 
of the casualties at Hiroshima and N:ga- 
saki resulted from biast injury and thermal 
burns and only about 15 per cent were at- 
tributable to ionizing radiation. When an 
atomic bomb explodes in air the intense (is- 
charge of all types of radiation lasts about 
one minute and most of the ionizing ra- 
diation is emitted during the first second. 
Thus by the time one would know that an 
atomic bomb had exploded the main ex- 
posure to ionizing radiation would already 
have occurred. Since the lethal dose of 
whole body radiation for man is some 500 
roentgens, no tissue in the bodies of those 
who survive an atomic explosion is exposed 
to doses much larger than this. Hence, ob- 
vious radiation injuries are limited almost 
entirely to highly radiosensitive tissues 
such as the blood forming organs, the germ 
cells and the intestinal epithelium. Among 
the survivors at Nagasaki and Hiroshima, 
damage to hematopoietic tissue was re- 
flected in the rapid appearance of severe 
leukopenia. Injury to gastrointestinal epi- 
thelium was largely responsible for the 
nausea, vomiting, and _ gastrointestinal 
hemorrhages which were so common. Dam- 
age to germ cells occurred, but the steriliz- 
ing dose for both men and women is in 
the neighborhood of 600 roentgens; those 
who received such doses usually died. The 
survivors who were studied showed in gen- 
eral only transient sterility and several 
have since become the parents of children. 
The dose of radiation necessary to cause 
loss of hair is also close to the lethal level 
of whole body radiation and hence when 
epilation occurred it was only transient. 
Largely as a consequence of the depression 
of the white cells and possibly due to the 
denudation of gastrointestinal epithelium, 
local and systemic bacterial infections were 
important complications and were directly 
responsible for the death of many of the 
Japanese victims. 

TREATMENT 

There is no thoroughly satisfactory medi- 

cal treatment for persons who have been 
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exposed to dangerous doses of whole body 
radiation but a few therapeutic principles 
are well established. There is evidence 
from the Japanese experience and also from 
animal experiments that physical exertion 
is deleterious to irradiated subjects. If rats 
are heavily irradiated and then exercised, 
the mortality is much higher than in con- 
trols who are allowed to remain at rest. 
The white blood cell count of irradiated 
persons is seriously depressed and consid- 
erable fliud may be lost from circulation 
in the gastrointestinal tract and other in- 
A state resembling shock 
may develop and the liberal administration 
of whole blood or plasma may be a life 
saving measure. When _ gastrointestinal 
symptoms are prominent, parenteral feed- 
ing may become necessary. Antibiotics 
were not available to the Japanese in Hiro- 
shima and Nagasaki. In experimental 
studies antibiotics have prolonged or pre- 
served the lives of irradiated animals who 
would otherwise have died during the phase 
of extreme leukopenia and gastrointestinal 
injury. There is little question that anti- 
biotics would be equally effective in the 
treatment of human casualties. 


jured tissues. 


To date, we have no effective means of 
inhibiting radiation reactions, or of pre- 
venting the inexorable development of pro- 
gressive radiation changes in human be- 
ings. Present treatment is largely pallia- 
tive. However, a number of laboratory in- 
vestigations are in progress which offer 
hope of more effective therapy. 
Glutathione, cysteine, and other sulfhydryl 
compounds have given some degree of pro- 
tection to irradiated animals if adminis- 
tered before exposure. Toluidine blue, a 
substance with antiheparin activity, serves 
in some part to combat the bleeding ten- 
deney which frequently develops. Certain 
of the flavonoids have also given promise 
of benefit, as has vitamin C. Very recent- 
ly it has been shown that animals whose 
spleens are protected by a lead shield dur- 
ing irradiation of the rest of the body have 
a much better prospect of survival than 
animals not so protected. Perhaps the most 
encouraging discovery is that injection or 


some 


implantation of normal spleen or bone mar- 
row into irradiated animals after exposure 
will decrease the severity of the blood 
damage and favor ultimate recovery. There 
is good reason to believe that work along 
these and other lines will yield measures 
much more effective than any now at hand 
in the treatment of victims of irradiation. 


0. 
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INTRA-ABDOMINAL APOPLEXY 
WALTER F. BECKER, M. D. 
NEW ORLEANS 

Spontaneous rupture of an artery of one 
of the abdominal viscera with hemorrhage 
between the leaves of the mesentery or into 
the peritoneal cavity is a rare vascular ac- 
cident. This report deals with a single case 
of intra-abdominal apoplexy with a correct 
tentative preoperative diagnosis. The 37 
previously reported cases will be discussed 
briefly. 

CASE REPORT 

P. D. was a 39 year old white man whose systolic 
blood pressure had repeatedly been observed to 
exceed 300 m.m. Hg. for at least ten years. On 
July 14, 1950, a left thoracolumbar sympathectomy 
was performed by Dr. M. Hara. His postoperative 
course was normal until the fourth day when he 
experienced epigastric pain and tenderness with 
associated nausea. The pain and nausea subsided 
after six hours, but some tenderness persisted. In 
the early morning of the tenth day he had no com- 
plaints, and his blood pressure was 290/185 mm. 
Hg. One hour later he complained of intense epi- 
gastric pain, and when seen in consultation by 
me a few minutes later the clinical picture was 
that of profound peripheral circulatory collapse 
and diffuse peritoneal irritation. A diagnosis of 
massive intraperitoneal hemorrhage was made, and 
it was felt that the most likely cause of the bleed- 
ing was spontaneous rupture of a visceral vessel. 
Delayed hemorrhage from the spleen which might 
have been injured when the sympathectomy had 
been performed ten days previously was also con- 
sidered a diagnostic possibility. 

Operation: After the administration of 2000 cc. 
of blood had elevated the blood pressure to 80/40 
mm. Hg., the abdomen was entered through an 
upper left rectus incision. In the mesentery of 
the proximal jejunum there was a huge hematoma 
which had ruptured into the free peritoneal cavity. 
Extravasation of blood had also extended through 
the wall and into the lumen of the jejunum. The 
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hemoperitoneum was estimated at 2500 cc., and 
bleeding was still active. A 40 segment of 
jejunum was resected, together with its mesentery 
containing the hematoma (Fig. 1). 


cm. 


An end-to-end 


; * 





Fig. 1. Resected jejunum showing intramesen- 
teric hematoma and extravasation of blood into 
bowel wall. 


jejuno-jejunostomy restored intestinal continuity. 
Rupture of a branch of the superior mesenteric 
artery had resulted in the massive hemorrhage. 
By the fourth day the 
patient was afebrile, eating a soft diet, and having 
normal stools. On the fifth day he suddenly col- 
lapsed, and died within a few hours. 


Postope rative Course: 


Autopsy: Death resulted from coronary occlusion 
and myocardial infarction. The jejuno-jejunostomy 
was intact, and bleeding had not recurred. 

DISCUSSION 

A review of the reported cases of intra- 
abdominal apoplexy indicates that this vas- 
cular accident, like its cerebral counterpart, 
usually occurs in elderly individuals with 
hypertension and The 
youngest patient was 27, the oldest 80; and 
the greatest frequency of occurrence was in 
the sixth decade of life. Males were af- 
flicted more often than females, the ratio 
being almost 3:1. 


arteriosclerosis. 


The basic pathologic process usually re- 
sponsible for the rupture of the vessel is 
arteriosclerosis. The rarity of this intra- 
vascular accident has _ been 
ascribed to the relative infrequency with 
which advanced arteriosclerotic changes oc- 
cur in the celiac axis and its branches.! 

In 15 cases (39 per cent) the exact ana- 
tomic site of the hemorrhage was not iden- 
tified. In the remaining 22 cases the in- 
volved vessels were: left gastric 7, superior 
mesenteric 6, gastroduodenal 2, middle colic 


abdominal 
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2, left gastroepiploic 1, right gastric 1, rivht 
colic 1, ileocolic 1, and splenic 1. 

In only one instance was the diagnosis 
strongly suspected before operation or iie- 
cropsy. Crile’s* patient developed signs of 
progressing intraabdominal hemorrhige 
four days after celiac ganglionectomy for 
hypertension; and at operation rupture of 
a branch of the middle colic artery was 
found. The majority of the remaining 35 
patients were recognized as having acute 
intra-abdominal disease; and were operated 
upon with preoperative presumptive di:ag- 
noses of perforated peptic ulcer, intestinal 
obstruction, mesenteric thrombosis, appen- 
dicitis with perforation, acute pancreatitis, 
etc. Intra-abdominal apoplexy should be 
considered as a provisional diagnosis in the 
elderly individual who presents signs of 
arteriosclerosis, peritoneal irritation, and 
continuing blood loss. 

Thirty (81 per cent) of the previously re- 
ported 37 cases were treated surgically, 
with an operative mortality rate of 26 per 
cent. It is noteworthy that of the 8 pa- 
tients who died in spite of operation, there 
were 5 in whom a definite bleeding point 
could not be found. The diagnosis was 
made at necropsy in the 7 cases in which 
operation was not performed. 

It was impossible to determine the exact 
nature of the operative procedure in some 
of the 30 cases submitted to operation. The 
procedure of choice seemed to be simple li- 
gation of the offending vessel. In several 
instances bleeding had apparently ceased 
and nothing was done. The patients of 
Crile? and required 
both survived. 


toss* resection, and 
The case reported here was 
handled by resection, but death occurred 
on the fifth postoperative day due to coro- 
nary occlusion and myocardial infarction. 
SUMMARY 

A case of intra-abdominal apoplexy is re- 
ported. The vascular accident almost cer- 
tainly occurred four days after a first stage 
thoracolumbar sympathectomy for severe 
hypertension; and the diagnosis was made 
and operation performed on the tenth day 
when the intramesenteric hematoma rup- 
tured into the free peritoneal cavity. A 
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lenvthy segment of jejunum and its mesen- 
tery required resection. Death occurred on 
the tifth postoperative day due to coronary 


occlusion and myocardial infarction. 

The concurrence of hypertension, arterio- 
sclerosis, and signs of diffuse peritoneal 
irritation and concealed hemorrhage should 


arouse strong clinical suspicion of intra-ab- 
dominal apoplexy. 

The treatment is surgical, and should 
consist of ligation of the bleeding vessel 
whenever practicable. will 
casionally be indicated. 

The 37 previously recorded cases are dis- 
cussed briefly. 


tesection oc- 
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EXCHANGE RESIN DIURESIS IN 
CIRRHOTIC ASCITES* 
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Effective adsorbents, the anionic and 
cationic exchange resins have, in their brief 
clinical application, attracted unusual in- 
terest. Speculation is wrought as to the ex- 
tent of their scope in the control of unde- 
sirable fluids and chemicals in disturbed 
physiology of the digestive system. 

The initial observations of Segal and his 
associates,' confirmed by Wilkinson,” Krae- 
mer’ and others, exact acceptance of anion 
exchange resin as adjunctive in controlling 
gastric hyperacidity. Bargen' sponsored 
the adsorbency of locally applied powdered 
anion exchange resin counteracting the di- 
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gestive skin irritation concomitant to se- 
cretion from entero-abdominal fistulas. Ad- 
ministering indicator quininium cation 
orally Segal and his associates,’ from the 
amount and time of appearance in the 
urine, proved determinable achlorhydrics 
without intubation. 

Dock,® in 1946, reported an oral cation 
exchange resin capable of increasing fecal 
excretion of sodium. Therefrom it was hy- 
pothesized that sodium adsorption by this 
resin, and thence fecally excreted, could 
achieve sodium depletion and become thera- 
peutically applicable to the management of 
cardiac edema and hypertension. Crisom‘ 
in confirmatory animal experimentation in- 
dicated that cation exchange resin by pref- 
erence binds dietary sodium in the in- 
testine without seriously involving potas- 
sium. Experimentally adsorption of sodium 
for rectal excretion on a 10 per cent resin 
diet approximates 16 mgm. per gram of 
resin, the fecal increase being proportional 
to the urinary decrease.* 

Irwin and his associates” studying resin 
influence on serum levels of sodium, potés- 
sium and calcium indicated effectiveness in 
the control of ascites associated with cirr- 
hosis. Resin induced sodium depletion man- 
agement of hypertension to supplant the 
impractical sodium free diet seems an even- 
tuality if such a regime is truly applicable 
which is a debated issue." 

Diuretic potentiality of ammonium cation 
exchange resin in cardiacs has been illus- 
trated clinically by Hay and Wood'' depict- 
ing sodium depletion and enhancement of 
mercurial diuretics by ammonium absorp- 
tion acidosis. These same authors indicated 
applicability in hepatic cirrhosis. Since the 
edema and ascites in cirrhosis may be 
of different origin and is associated with an 
abnormal reduction in plasma albumin the 
advisability of attempting diuresis through 
hyponatremia alone might not be conceiv- 
ably feasible. However, the tendency to 
sodium retention in portal cirrhosis has 
been reported’? and applicability of the low 
sodium acid-ash diet has been stressed." 
Further, Goodyer and his associates'! 
studying sodium excretion in hepatic cirr- 
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hosis revealed impairment in respect to in- 
creased renal tubular resorption. Ricketts,'” 
evaluating cirrhotic concomitant oliguria, 
concludes salt to be antidiuretic and in sub- 
stantiation shows sodium restriction to in- 
crease diuresis. With the premise that sod- 
ium depletion accomplishable by oral cation 
exchange resin could control the ascites and 
edema of cirrhosis, we began our study. 

Initial observations were made with am- 
monium cation exchange resin supplied in 
10 mesh granular form. This essentially 
tasteless preparation’s insolubility presents 
an ingestion difficulty. On contact with 
sodium, at an activating pH between 6 and 
8, it releases ammonium in exchange for 
sodium ions, adsorbing the latter. There is 
consequent reduction of sodium absorption 
from the intestine and therefore increased 
fecal sodium excretion with concomitant 
diminution in urinary sodium output. This 
adsorptive influence extends to other ions 
in proportion to the relative amounts in so- 
lution with a preference for bivalent ions 
over the monovalent. The atomic weights 
of sodium and potassium approximating, 
the uptake of each by the resin is dependent 
in their relative concentration. Calcium 
magnesium and vitamin B are possibly in- 
fluenced to some extent.'* The potentiality 
of sodium and potassium depletion becomes 
obvious. Calcium, of low concentration in 
the gastrointestinal tract” has presented no 
significant deficiency problem unless un- 
usually large amounts of resin are ingested. 
The resultant ammonium chloride absorp- 
tion on release from resin and interference 
with base absorption potentiates acidosis. 
In long term administration possibly many 
other factors may come into consideration. 
Hay and Wood'' feel the hypokaliemia en- 
countered with ammonium cation resin is 
avoided by the use of ammonium potassium 
cation resin. 

CASE REPORTS 

Initially, we made our observations on a normal 
male student. (Fig. 1). The diet was not restricted 
but fluid intake was regulated at 2500 cc. daily. 
The slight weight loss is possibly related to ano- 
rexia concomitant to resin administration. Urine 
output had a strong ammoniacal odor and excited 
frequency and urethral burning. MHyaline casts 
were present in the urine sediment on the sixth to 
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Figure 1 
tenth days but cleared thereafter. The urinary 
sodium and potassium suppression with less effect 
on serum sodium than potassium is illustrated. 
Fatigue, weakness and vertigo were present on the 
eighth and ninth days. 
For illustrative interest, a case of heart failure 


is included. (Fig. 2). Neither diuresis nor com- 
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pensation had been achieved by digitalization and 
mercurial induced diuresis when resin therapy was 
instituted. Conceivably, ammonium excretion en- 
hanced mercurial diuresis, and therefore, it 
given when resin was discontinued on the twenty- 
fifth day to discount this influence. Profound ver- 
tigo, malaise, weakness, nausea and emesis 0oc- 
curred on the twenty-second, twenty-third, twenty- 
fourth, twenty-fifth, twenty-sixth, twenty-seventh, 
and thirty-fifth days. This patient has since been 


was 
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total of 


indred and seventy continuous days and has 


ilated and has been on resin for a 


tained compensation without supplemental 
irial diuretics. 

indicates questionable judgment i) 
resin in a patient with 
This 54 old 
with a nonfunctioning left kidney and a 


He 


with a complicating congestive 


use severe 


impairment. yea) male was 
mie 

cent renal function on the right side. 
nitially seen 


failure on a hypertensive basis. Compensa- 
was achieved by digitalization and mercurial 
sis. When the left the 


tenance digitoxin of 0.15 mgm. daily he was 


patient hospital on 
given ammonium cation resin 45 grams daily. 
the 


profound weakness, drowsiness, 


e sixth day on resin there was onset of 


ea, diarrhea, 


chest pain. His local physician remarked to 
family that the patient had developed an 
egular heart.” By the fifteenth day he had 
loped intractable hiccoughs, he vomited inter- 
tently and chest pain was more frequent and 
re. He was then returned to the hospital 
e it was recognized that he had frequent ven 
ilar extrasystoles. Digitalis intoxication asso- 
ed with hypokaliemia and alkalosis was sub- 
ently confirmed electrocardiographically; the 


im potassium level was 3.7. Obviously, all re- 


ites for inducing hypopotassemia were present: 


tassium loss by emesis, diarrhea, resin adsorption 


d inadequate potassium intake because of nausea. 


oride 


ctrocardiographic changes 


ablish the diagnosis. In 


nts were encouraged to follow a Patek 


s was probably further accentuated by initial 


tric lavage and saline infusion. Upon recog- 


on of our error the patient was then carefully 
n, with electrocardiographic control, potassium 
Death the 
hyperpo- 


intravenously. ensued, when 
indicating 
emia were evident although the serum potas- 
was only 6.3 mgm., from ventricular fibrilla- 
(Since this case will be 


the 


reported elsewhere, 
bare details are included.). 


loffman'* has indicated the inability to dictate 


it might happen in nephritics in relation t 
Merrill and 


cted the interest in recognition of hyperpotas- 


po- 


ium, his associates!’ have amply 


a electrocardiographically. If death were due 


hyperpotassemia as assumed, it possibly 


may 


been avoided by the immediate administration 


lucose and insulin.!*5 
hur further observations were conducted on fou 
ents with advanced cirrhosis of the liver with 


ionstrable ascites. In each instance, the initial 
icentesis was done by peritoneoscopy to furthe) 
desire to maintain 


oul 


rition by keeping the diet palatable we exacted 


omission of free 


All 


dietary 


sodium restriction other than 


with potassium chloride substitution. pa- 


ime. In an effort possibly to prevent compli- 


depletion we gave supplemental calcium, 


ng 


assium, and vitamins in excess of requirement. 
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In all instances oral and parenteral amino acids 


(parenamine), mercurial diuresis (merdroxone 


sodium), lipotropic substances, plasma and blood 
were given adjunctively as indicated and tolerated. 
Serum albumin was not available to these patients. 
Bed rest, though admittably desirable, was rarely 
satisfactorily achievable in our cases. 


Case A. K. (Fig. 3), a 36 year old icteric male 
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Figure 3 


with ascites and edema, had cirrhosis late 


as a 
complication to recurrent hepatitis over a period 
of nine years. Paracenteses and mercurial diuretics 
gave transient relief of ascites but edema remained 
unchanged and recurrent ascites was accentuated. 
Because of progressive hyperbilirubinemia furthe 
use of mercurials was curtailed. Paracenteses were 
indicated every fourth day. On the twentieth day 
The 


paracenteses 


of hospitalization resin was started. result 


is obvious. Thereafter no were re- 


quired. The patient was discharged on the fifty- 


second day and now has been followed for six 
months on a maintenance dose of 20 grams of resin 
daily. There has been no recurrence of ascites or 
edema. 

M. E. old 
pharmacist, hospitalized in anasarca with typical 


As 


with 


Case (Fig. 4), a 58 yea alcoholic 


findings of hepatic cirrhosis. an outpatient 


done the 


5600 ce. 


six had been 
fluid 


Was 


paracenteses average 


therefrom being Hospitalized, he 


given merdroxone sodium every second day 
with improvement but paracenteses were necessary 
every seventh day. On the thirty-fifth day resin 
was started. Thereafter, no paracenteses were re- 
quired, mercurial diuretics were continued with en- 
hanced diuresis and the patient’s general condition 


When 
patient 


improved, resin discontinued for ten 


the 
edematous despite merdroxone. 
the 


was 
and became 


When 


response was obvious without para- 


days regained weight 


resin was 


restarted 
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centesis. The patient deserted the hospital on the 
eighty-sixth day. He died three months later pre- 
sumably of terminal bronchopneumonia with gen- 
eralized anasarca. 

Case J. M. (Fig. 5), a 47 year old clerk, with 
typical cirrhosis presumably the latent result of 
an arsenical hepatitis. Esophageal varices with 
recurrent hemorrhage complicated ascites and 
edema. After an initial hospital observation with 
only mercurial diuresis and sodium restriction 
there was no improvement. Only an initial para- 
centesis was necessary since the peritoneoscopic 
wound drained continuously for fifteen days. After 
the second day of resin drainage subsided, general 
improvement was obvious. The patient expired 
suddenly exsanguinating from esophageal hemor- 
rhage. 

Case J. V. (Fig. 6), a 62 year old grocer, a 
moderate but persistent alcoholic since youth had 
been an outpatient with paracenteses weekly for 
eight months. Mercurial diuresis had not materially 
changed the frequency of paracentesis nor the 
quantity of ascitic fluid obtained. On resin, para- 
centeses were less frequently indicated, with the ad- 
junct of mercurial diuresis they were further ex- 
tended and finally discontinued and the patient at 
death with cholemia was free of ascites. The di- 
minution in urinary sodium and potassium by 


CHART ¥ 
CASE J M. 47 year old male. HEPATIC CIRRHOSIS, 
ESOPHAGEAL VARICES, ASCLTES AND EDEMA 


DANS[O]5[iO] [eo] [30] [40] [sof feo fo] Jeo 
f 

















TOTAL PROTEIN... 56 5258505352 58 56 60 6? 66 6467 54 


ALBUMIN 24 2625 232 32 34323842 4042 4 
ERDROYONE Expired 

Na 

Paracentesis wound 

closed sporitancousiy 





dV age @4yrs. ALCOHOLIC. CLRRH 
WITH ANASAR 
[STO Toy Te. TO [So] Jel Tes] [60] Joo] foo [al 














mE 
Te dak OO. um 
SERUM Na ef » 
SERUM K 67 41 #39 «4i 
meg) 
NACI i Oo %& OW 
meEg/t) 
4 2 4 WF 4 
CO2 (mb, Power). 226 ei 
i LC ELE LLL TE LE EE TEE 
A 
MERDROXONE BU) DEPP LII II 
t t t EXPIRED- 


! 
PARACENTESIS 
Figure 6 


resin despite mercurials is illustrated in a thirty- 
five day study. 

Besides these cases which were ideal and actually 
selected for their evident response we have had 
3 patients who were not appreciably benefitted by 
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the addition of resin to their regime and died short- 
ly after it was instituted. We have had 2 addi- 
tional severe cases of postinfectious hepatitis cirr- 
hosis who to this time have been greatly benefitted; 
these cases are to be reported elsewhere for their 
atypical onsets and are therefore omitted. Six 
mild ambulatory patients treated without hospitali- 
zation have been completely relieved of demon- 
strable edema for a period of eight months; a third 
recurrent resin 
is discontinued for more than seven days after 
months 


mild case shows edema whenever 

Twelve other 
cases have responded satisfactorily in a follow-up 
of less than six months. 


seven observation. severe 


Cylinduria and mild albuminuria have 
been common to every patient we have had 
on resin. It apparently has little signifi- 
cance since it clears promptly when resin 
is discontinued. It is probably the result 
of renal irritation from ammonia excretion. 

Obstipation with a “gritty’’ dehydrated, 
unusually firm stool is a common signifi- 
cant complaint. 

In all, we have observed 28 cases of 
edema and ascites associated with hepatic 
disease under resin therapy. Three patients 
were not benefitted. Resin was effective 
in controlling fluid retention in the remain- 
ing 25 cases without the misfortune of ap- 
preciable complication. 

In the early stages of this study an am- 
monium potassium resin was not available. 
At present most patients have been 
switched to this combination which theo- 
retically has the advantage of preventing 
hypokaliemia. In addition the newer prepa- 
rations are more palatable being of finer 
mesh. 

Since a single untoward experience with 
the use of resin in renal impairment we 
have heeded the warning and concur in the 
impression that it is contraindicated in def- 
inite renal insufficiency. Since renal im- 
pairment is a frequent concomitant to 
hepatic and cardiovascular disease one must 
have adequate laboratory evaluation prior 
to and during initial resin therapy. 

It is appreciated that a control series is 
impractical in application to this present 
observation, that many instances of cirr- 
hosis respond without resins and that our 
conclusions of efficiency may therefore be 
questioned. The adjunctive influence in 
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these illustrated cases, however, is too im- 
pressive for denial. 
DISCUSSION 

Ammonium cation exchange resin demon- 
strably influences edema related to sodium 
retention. Diuresis by resin induced sodium 
depletion obviously differs from the mer- 
curial diuresis wherein there is an increased 
sodium urinary output. 

Resin adsorption accomplishes fecal ex- 
cretion of sodium and potassium with con- 
comitant reduction in urinary excretion of 
these cations and resultant serum depletion 
of both with the potentiality of hypokalie- 
mia and hyponatremia. 

Possibly excess oral potassium adminis- 
tration forestalls hypokaliemia in that the 
potassium is available for gastric absorp- 
tion before resin adsorption at the optimum 
resin activation of six to eight which is 
echieved at a lower level in the small in- 
testine. Ammonium-potassium exchange 
resin will probably obviate the risk of hy- 
pokaliemia. 

Our studies on calcium were inadequate 
but no obvious abnormality in this respect 
has presented itself. What other depletions 
are potential is not yet known but the warn- 
ing exists that in long term administration 
many basic organic materials may be af- 
fected. 

SUMMARY 

1. Our study substantiates the adsorptive 
action of ammonium exchange resin in a 
study of 28 cases of hepatic cirrhosis. 

Zz. Ammonium resin by diminishing sod- 
ium and potassium absorption from the in- 
testine by fixation and fecal excretion re- 
duces their respective serum levels and uri- 
nary excretion. 

3. Effective serum sodium reduction by 
resin indicates its applicability to the man- 
agement of abnormal fluid retention char- 
acterized by disturbed sodium excretion. 

4. Any adjunctive method of managing 
ascites exclusive of paracentesis is favored 
in the control of cirrhosis of the liver be- 
cause of the marked protein loss by para- 
centesis in a disease characterized by hypo- 
proteinemia. 

5. Resin acidosis produced by ammonium 
chloride absorption concomitant with di- 











192 


minished base absorption probably potenti- 
ates mercurial diuresis. 

6. The irritation of abnormally increased 
urinary ammonium chloride excretion pos- 
sibly explains cylinduria common to the use 
of resins. 

7. Hypokaliemia may 
ammonium cation resin. 

8. Resins are probably best avoided in 
instances of renal insufficiency. 

9. Resins will probably prove valuable 
adjunctives to the management of sodium 
retention edemas in carefully followed 
cases. 

10. Laboratory studies essential guidance 
te resin therapy require flame photometric 
studies, are expensive and inhibit the use 
of resins in general practice. 


be produced by 
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MANAGEMENT OF EARLY CIRRHOSIS 
OF THE LIVER* 
W. D. DAVIS, JR., M. D. 
NEW ORLEANS 

Though its early stages have interested a 
few workers,'= cirrhosis of the liver to 
most of us still suggests a sallow, wasted 
person with spidery legs, a “pot belly,” 
liver palms, angiomas and many paracente- 
sis scars. These are difficult patients to 
treat and we consider ourselves fortunate 
if we are able to help half of them to re- 
turn to useful living. Such an attitude, 
however, is really no longer necessary. The 
ready availability of microscopic examina- 
tion of material obtained by liver biopsy 
has enabled us to discover the early patho- 
genetic changes which have their termina- 
tion in Laennec’s cirrhosis. In most in- 
stances progression of the disease can be 
arrested far short of the terminal state. 

There are three common beginnings 
which result in advanced cirrhosis. The 
most frequent of these in the United States 
is repeated subjection of the liver to the 
effects of poor nutrition with or without 
the twin insult of excessive alcohol. The 
concomitant recurrent changes of fatty in- 
filtration and hepatic cellular necrosis with 
accompanying acute or chronic inflamma- 
tion at some point give rise to invasive in- 
tralobular fibrosis which is the characteris- 
tic microscopic lesion of true cirrhosis. Less 
frequently, acute hepatitis of viral or toxic 
origin eventuates in the same invasive pic- 
ture, without preceding or accompanying 
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fatty change. Recurrent cholangitis may 
serve in some instances as the incipient 
lesion. If these pathogenetic mechanisms 
are controlled in their infancy, the clinical 
picture of Laennec’s cirrhosis need never 
develop. Moreover, there is now available 
abundant proof that even though invasive 
fibrosis is well advanced, progression of 
the lesion may be completely arrested,* and 
there is considerable suspicion that at least 
partial regression of even a fibrotic lesion 
may occur. 

From our series of patients with hepatic 
disease I have selected 50 who showed early 
pathologic changes which would eventuate 
in advanced Laennec’s cirrhosis if not 
treated. Most of them already presented 
microscopic evidence of invasive fibrosis 
though in a few the disease was still in the 
stage of simple fatty infiltration with 
minor areas of cellular necrosis. All 50 pa- 
tients had liver biopsy,’ and 23 had serial 
studies. Thirty-three have been under ob- 
servation for more than one year, and half 
of the entire group has been studied more 
than two years. 

Laboratory examinations included de- 
termination of the red blood cell count, 
white blood cell count and sedimentation 
rate, serologic test for syphilis, urinalysis, 
and fecal examination as well as liver func- 
tion tests, consisting of bromsulfalein re- 
tention test, cephalin-cholesterol floccula- 
tion test, serum bilirubin, total serum pro- 
tein with albumin-globulin ratio, quantita- 
tive urine urobilinogen excretion test and 
prothrombin time estimation. 

The therapeutic regimen which these pa- 
tients followed has invariably included a 
daily diet containing from 150 to 200 Gm. 
of protein and from 1200 to 4500 calories, 
initial bed rest in patients with acute symp- 
toms or biopsy findings, moderate supple- 
mentary vitamins in the form of Brewer’s 
yeast powder, and one therapeutic vitamin 
capsule daily. Addition of lipotrophic 
agents, liver extract, testosterone, adrenal 
cortical extract and other’ therapeutic 
agents has not been considered necessary. 

The sex ratio and age distribution of the 
patients in this group are similar to the 
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usual reported series of patients with cirr- 
hosis. There were 40 men and 10 women 
ranging in age from 30 to 62 years. Only 
15 of the entire group were not classified 
as more than moderate drinkers; hepatitis 
was of significance in perhaps 3 of the 
group and recurrent ascending cholangitis 
in 2. Poor nutrition was an important fac- 
tor in at least 45 of these patients. 

Of the 50 patients only one, a completely 
uncooperative individual, failed to improve 
immediately. Two other patients have died, 
one of coronary thrombosis and one of a 
cerebrovascular accident. Only 7 showed 
evidence of relapse at the time of their last 
examination and 21 had perfectly normal 
liver screens when last seen. Forty-one are 
clinically well at present and working full 
time. 

The only variable in the therapeutic regi- 
men, that of caloric intake, seems to make 
no difference in the patient’s progress. 
Forty per cent of the group had diets of 
1500 calories or less but did just as well 
as those who had 4150 caloric intakes. A 
single patient had clinically recognizable 
esophageal varices with hematemesis and 
has been free of symptoms since esopha- 
gogastrectomy. 

CASE REPORTS 

The following cases serve as specific il- 
lustrations of response of the various 
lesions to treatment. The first is that of 
simple fatty change. 

Case No. 1. L. M. B., a white man, 50 years old, 
about 50 lb. overweight, was first seen complain- 
ing of easy fatigability. Overindulgence in alcohol 
was readily admitted. Blood pressure was 148 
mm./Hg. systolic and 108 mm./Hg. diastolic. The 
liver, which was enlarged to 12 cm. below the right 
costal margin, was firm, smooth and slightly ten- 
der. The fasting blood sugar was 205 mg. per 
cent, bromsulfalein retention 10 per cent in forty- 
five minutes, serum bilirubin total 1.30 mg. per 
cent. Liver biopsy revealed extreme fatty infil- 
tration with slight early fibrosis and chronic in- 
flammation. 

Treatment consisted of a diet of 1200 calories 
with 150 Gm. protein, yeast and vitamins. Eight 
months after he was first seen he had lost 17 lb. 
and felt perfectly well; the blood pressure was 
125 mm./Hg. systolic and 90 mm./Hg. diastolic. 
The liver was soft and nontender and had de- 
creased in size to 5 cm. below the right costal mar- 
gin. Results of liver tests were normal. The liver 
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specimen obtained at biopsy was nearly normal 
with only slight fatty infiltration and fibrosis. 
When last seen two years after admission the pa- 
tient was perfectly well. The liver was felt 2 cm. 
below the right costal margin and the results of 
liver function tests were hormal. He still 
some trouble keeping his weight down. 


has 


The quick response to therapy despite 
the restriction of caloric intake is well illus- 
trated in this instance. An important con- 
tributing factor to the fatty changes in the 
liver was the uncontrolled diabetes mellitus. 

The second case is one in which acute 
hepatitis played an etiologic role and illus- 
trates the importance of prompt treatment 
of this condition. 

Case No. 2. A. D. T., a white man, 42 years old, 
was first seen complaining of gastric pain of two 
years’ duration which after study was believed to 
be related to antral gastritis. 
a year later anorexia, nausea, 
vomiting, and fever (to 100.4°F.) for about three 


He returned about 
complaining of 


months. He had lost about 20 pounds during that 
time. Overindulgence in alcohol was denied. The 


liver was soft, smooth and slightly tender, and pal- 
pable 2 cm. below the right costal margin. Brom- 
sulfalein retention was 24 per cent in forty-five 
minutes. Sedimentation rate was 33 mm./hr. 
(Westergren). The patient refused to follow the 
recommended regimen at that time and continued 
tc feel badly. The liver slowly enlarged and re- 
sults of function studies became more ab- 
normal. About twenty-one months after admission 
bromsulfalein retention was 33 per cent, cephalin 
flocculation 5, serum albumin 2.9 Gm./100 cc., and 
globulin 2.0 Gm./100 ce. of blood. Liver biopsy 
at that time revealed bandlike fibrosis and large 
ereas of active inflammation without any fat, 
which was considered to be consistent with posthe- 
patitic cirrhosis. 


liver 


Because of relatively slow improvement and an 
enthusiastic report appearing at that time on the 
the value of aureomycin, this preparation was 

, given for two weeks. By this time he had begun 
to eat his full diet of 500 Gm. of carbohydrate, 
200 Gm. of protein and as much fat as he wished, 
and he was taking his yeast and vitamins and ob- 
serving the rules of rest. 


Pronounced improvement was noted about thirty 
months after admission. The patient felt well, had 
gained 50 pounds and was back at work. The liver 
was barely palpable on deep inspiration. Brom- 
sulfalein retention was 11 per cent and results of 
the other laboratory studies were perfectly normal. 
Biopsy done at this time revealed slight residual 
chronic inflammation and inactive fibrosis. 

The third case illustrates the effect of 
infection of the biliary tract and ascending 
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cholangitis on preexisting alcoholic cirrho- 
sis. 

Case No. 3. J. P. M., a tremendously overweight 
alcoholic lumberman, 54 years old, was complain- 
ing of fatigue, pain, and abdominal swelling when 
seen initially. The liver was 20 to 25 cm. below 
the right costal margin. The fasting blood sugar 
was 168 mg. per cent, bromsulfalein retention 15 
per cent in forty-five minutes, and total serum 
bilirubin 1.2 mg. per cent. Liver biopsy revealed 
severe fatty infiltration with acute and chronic in- 
flammation, moderate hepatocellular necrosis and 
fibrosis. On a regimen of a 1200 caloric diet with 
150 protein, yeast, vitamins, and rest he 
steadily improved except for recurrent mild epi- 
sodes of gallbladder colic until nine months after 
admission, when he had recurrent bouts of severe 
colicky pain in the right upper abdominal quadrant 
associated with chills, fever, nausea, vomiting and 
mild jaundice. There was exquisite tenderness in 
the right upper abdominal quadrant and the liver 
was palpated 5 cm. below the right costal margin. 
Bromsulfalein retention was 32 per cent in forty- 
five minutes; cephalin flocculation was 3 plus; one 
minute serum bilirubin 0.5 mg. per cent and total 
1 mg. per cent. Thirteen days after this attack 
the gallbladder and an impacted stone in the am- 
pulla were removed. A section of liver 
considerable increase in periportal 
with cholangitis. 


Gm. 


revealed 
inflammation 


Following operation he again progressively im- 
proved and when last seen thirty-one months after 
ke first consulted us, he was perfectly well. The 
liver at that time could be felt 4 cm. below the right 
costal margin and was much softer in consistency 
than previously. Results of liver tests were per- 
fectly normal and biopsy revealed mild inactive 
cirrhosis. 

DISCUSSION 

Thus, once the disease is diagnosed a 
great deal can be done for these patients. 
They are in fairly good physical condition 
and can be promised excellent results from 
treatment. The great difficulty is in dis- 
covering them among the patients in an of- 
fice practice. Their complaints are usually 
nonspecific; fatigue, loss of energy, ano- 
rexia, weakness, anxiety, and sleeplessness 
are the most frequent, although there is oc- 
casional discomfort in the right upper ab- 
dominal quadrant. A history of overindul- 
gence in alcohol can usually be obtained. 
Rarely fever, jaundice and chills may be re- 
ported. 

The liver is usually palpable 2 to 3 cm. 
below the right costal margin though not 
infrequently it is a good deal larger. It 
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feels firm, or soft, smooth, and slightly or 
not at all tender. The spleen is rarely felt 
and the other physical stigmas of cirrhosis 
—ascites, increased collateral circulation of 
the abdomen, spider angiomas, liver palnis, 
hepatic facies, wasted arms and legs—are 
almost never seen. In many instances the 
bromsulfalein retention test is the only lab- 
oratory test which gives a positive result; 
this was true in 29 patients in this series, 
and in 4 patients results of all laboratory 
studies were perfectly normal. Occasional- 
ly, abnormal values will also be obtained 
for serum bilirubin, albumin-globulin ratio 
and prothrombin time. 

Typically then, the patient is a slightly 
obese man, 40 years old, complaining of 
anorexia, weakness and slight discomfort in 
the right upper abdominal quadrant, with 
a rather soft and nontender liver which is 
palpable 3 cm. below the right costal mar- 
gin. Laboratory investigation reveals a 10 
per cent bromsulfalein retention and the 
physician quite properly suspects the diag- 
nosis of early cirrhosis. Further inquiry 
discloses overindulgence in alcohol with ne- 
glect of food. Liver biopsy reveals moder- 
ate fatty infiltration with slight hepatic 
cellular necrosis, considerable chronic in- 
flammation, and early invasive fibrosis. 
Appropriate therapy is then started. Even 
though biopsy is not always available, it 
seems wise to treat such patients as if they 
had early cirrhosis; this is particularly true 
since no harm can result from the moderate 
increase in protein intake, vitamin supple- 
ments and the interdiction of alcohol; 
whereas in the untreated patient the risk 
of a progressive lesion with terminal ad- 
vanced Laennec’s cirrhosis is a significant 
threat. 

2 CONCLUSION 

Cirrhosis of the liver can be diagnosed 
early. The condition can be completely 
cured or arrested in essentially every pa- 
tient with early stages of the disease. It 
is far better to diet and restrict a few alco- 
holic patients who do not have cirrhosis 
than to allow advanced cirrhosis to develop 
in a single individual. 
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INSOMNIA* 
THOMAS L. YOUNG, M. D. 
NEW ORLEANS 

Insomnia—the persistent inability to ob- 
tain adequate sleep—is one of the more 
common and troublesome complaints en- 
countered in medical practice. This paper 
will deal rather generally first with some 
of the conditions in which insomnia is met 
and second with certain aspects of treat- 
ment. 

Rarely is insomnia an isolated symptom 
but it is often so emphasized by the patient 
that other elements of the clinical picture 
may be obscured. To most people the pros- 
pect of beginning a day without a previous 
night’s sleep produces anxiety and the toss- 
ing about waiting for sleep which does not 
come is a miserable experience which most 
of us have had at one time or another. Loss 
of sleep in itself does not constitute a threat 
to life and does not seriously impair health. 
Persistent insomnia, however, is frequent- 
ly associated with serious emotional illness 
and may furnish an index of the degree of 
seriousness. Usually there is notable agi- 
tation present in these conditions as well 
as simple inability to sleep. 

CAUSES 

A variety of causes for continued wake- 
fulness exist and it seems worth-while to 
consider them briefly. The more obvious 
ones are sleeplessness due to the presence 
of disturbing stimuli such as noise, bright 
light, pain, hunger, temperature extremes, 
and unfamiliar surroundings. Certain bev- 
erages commonly used, such as coffee, tea, 
and some soft drinks are often blamed for 
inability te sleep. In hypertension, and 
thyrotoxicosis difficulty in sleeping is the 
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rule. A very rare cause of insomnia is a 
lesion of the so-called sleep centers in the 
brain. This group of causes, of course, is 
either transitory or associated with under- 
lying illness of such nature that attention 
is not likely to be primarily directed to the 
sleep disturbance. 

To achieve complete fulfillment of the 
function of sleep tension must be excluded. 
This is obviously impossible in most emo- 
tional disturbances as they are invariably 
accompanied by some degree of tension 
which is commonly sufficient to prevent 
sleep. A frequent accompaniment of emo- 
tional disturbance is the presence of un- 
pleasant dreams which may so frighten the 
individual as to cause awakening. If such 
dreams are recurrent they may be antici- 
pated so as to produce unrest on retiring. 
In certain neurotic iilinesses there is a fear 
of going to sleep because of the underlying 
fear that there may be no awakening. The 
insomnia in this group of causes usually is 
not prolonged and is generally amenable to 
simple sedation until the person has sta- 
bilized. 

In the minor disturbances the cause is 
usually clear to the physician or can be de- 
termined by superficial questioning. There 
are major mental illnesses, however, which 
may in their early phases come to the at- 
tention of the family doctor because of per- 
sistent wakefulness. Contact with the pa- 
tient in most instances will make it clear 
that this is only a part of a more pervasive 
difficulty. Depression can be such an ill- 
ness. It is probably the most common type 
of emotional disturbance seen and can vary 
in degree from the minor to the extremely 
severe. The mildly depressed person usual- 
ly complains of fatigue, tension, lethargy 
and irritability in addition to insomnia. He 
may voice the opinion that if he could only 
rest for a time he would be able to carry 
on once more. Sometimes this is correct 
and he responds quite favorably to sedation 
and a temporary reduction of activity. 
Often, however, progression to a more pro- 
found state of depressed mood takes place 
and a previously effective dose of sedative 
becomes ineffective. Under such conditions 
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it is well to consider psychiatric manage- 
ment, because of the increasing risk of sui- 
cide, or at best, the prolonged disability 
which can occur in depression. Some ex- 
citement states can be handled by sedation 
and little else, but in many cases they reach 
the point of being uncontrollable by this 
means and also require psychiatric manage- 
ment. 
TREATMENT 

This brings up the point of the treatment 
of insomnia. Some general statements as 
to type of drug chosen and some pertinent 
comments about administration should come 
first. Too often a drug of short acting du- 
ration is given, or else an_ insufficient 
amount of the drug is ordered. In a per- 
son who has been unable to sleep it is wise 
to give a medication which is prolonged in 
its action and in an amount which brings 
about somnolence within a short time after 
it is given. If it is important to produce 
sleep quickly a drug which can be given 
intravenously or hypodermically is worth- 
while. This is usually not required, how- 
ever, and an oral preparation serves nicely. 
If oral administration is not feasible then 
rectal instillation can usualiy be carried out. 
It is also well to remember, when prescrib- 
ing a sedative to be taken at home, that mis- 
takes in directions do occur and it is safe 
to dispense an amount which, if taken all 
at once would be unlikely to be fatal in its 
effects. Suicide, either by intent or by 
error, can be avoided if this is done. If 
it is necessary to dispense a larger quantity 
a responsible person other than the patient 
should be given charge of the supply and 
carefully instructed as to the amount to be 
given and the frequency with which it 
should be given. The danger of habituation 
should be borne in mind also and prolonged 
use of any sedative avoided. #Ihe opiates 
will cause sleep, but because of the possi- 
bility of addiction should not be given in 
the absence of pain. 

As to the various preparations used to 
promote sleep the barbiturates are probably 
the most popular. Barbiturates are not 
analgesic and may produce confusion in the 
presence of pain. A large number of com- 
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pounds are available with some variation 
in the duration of action and the possible 
methods of administration. These are the 
principal pharmacological differences de- 
spite more extensive claims made by the dif- 
ferent manufacturers. Among the long act- 
ing preparations which are useful are bar- 
bital (veronal) and ipral calcium. One 
disadvantage of the long acting types is 
the presence of a “hangover” following 
their use, but in situations requiring as- 
sured sleep this is usually a minor consid- 
eration. Of the more commonly used in- 
termediately acting barbiturates amytal is 
probably most often prescribed, and of the 
short acting group phenobarbital (luminal) 
and seconal. The sodium salts of amytal 
pentobarbital, another intermediate 
form, as well as penitocthal are available to 
intravenous use. Sodium phenobarbital is 
hypodermically injectable. 


and 


The bromides can be used to produce 
sleep, but in general this is impractical be- 
cause of the quantity required. 

Chloral hydrate is an old and very useful 
soporific. In doses of 15 to 30 grains this 
drug produces prolonged restful sleep which 
has been considered most nearly like natu- 
ral sleep. It may aiso be worthwhile to 
remember that the infamous “‘Mickey Finn” 
can be valuable to the physician at times. 
This is prepared by adding 15 grains of 
chloral hydrate to a half ounce or ounce 
of whisky. Chloral is contraindicated in 
of liver or kidney damage or the 
presence of severe heart disease. 

Paraldehyde is valuable as a sedative and 
is safe, but has been discredited for gen- 
eral use because of its unpleasant odor and 
taste. It can be given orally or intramuscu- 
larly as well as by rectal instillation and 
is worth keeping in mind. 

SUMMARY 

In summary, insomnia has been briefly 
discussed in its relationship to other symp- 
toms and as a part of a more extensive 
illness. Most cases of insomnia have a ten- 
dency to undergo spontaneous clearing, or 
at least require only simple measures. In 
a few serious exceptions there is need for 
more drastic treatment of the underlying 


cases 
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illness. Some of the common drugs used 
in treating persistent sleeplessness have 
been mentioned and some general remarks 
about their use made. 
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THE PSYCHOPATHIC PERSONALITY 
IN TREATMENT 
ALFRED T. BUTTERWORTH, M. D.* 
NEW ORLEANS 

The symptom complex presented by the 
individual dubbed somewhat euphemistical- 
lv as the psychopathic personality is usually 
disposed of in hospitals, clinics, and pris- 
ons, categorically into the untreatable 
group. It has become the practice, appar- 
ently for mere intellectual gymnastics, to 
explore the psychodynamics and the devel- 
opment of the entity of the disease itself, 
accomplishing this with a negative orienta- 
tion as to therapy with dire warnings of 
the pitfalls, disappointments, and frustra- 
tions in dealing with the problem in the 
therapeutic situation. Often enough, this 
condition is not even given this much con- 
sideration and is perfunctorily dispensed 
with by either discharging or otherwise dis- 
missing the patient into society, or on the 
other hand, banishing him to pure confine- 
ment and custodial care. Often enough 
clinics and individual therapists will not 
accept these patients on any basis. It is 
perhaps not without reason that these ser- 
vices do not accept or quickly discharge 
within an extremely short time all psycho- 
pathic personalities. The question then 
arises as to why ordinary psychotherapy 
finds itself inadequate in this condition. 
Factors in the psychopathology contribut- 
ing to the general pessimism of treatment 
have been variously listed as follows: act- 
ing-out of itself prevents introspective, un- 
covering therapy; the guilt-expiation sys- 
tem in the psychopath is so efficient as to 
preclude mature sublimative substitutes; 
the interpersonal relationship as set up by 
the psychopathic personality is of the same 
nature of the schizophrenic, that is, full of 
distrust and suspicion and is, therefore, a 
profound force in deterring a real reduc- 
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tion in distance between the individual and 


others. This latter reason alone can ac- 


count for the great difficulty in setting up 
a meaningful therapeutic situation. 

It is assumed that the psychopathic per- 
sonality is at the lower levels of ego 
strength in relation to the psychoneuroses 
in general in the sense that the patient is 
more immature. His immaturity is defined 
as extreme dependency but may also be 
thought of as a defensive operation and the 
famed acting-out as complex satisfactions 
and compromises for deeper needs and 
drives. It is assumed that the central in- 
tegrating mechanism is fractured by reason 
of underlying etiology which may be either 
developmental traumatic experience or con- 
stitutional factors or both. The fact in 
therapy that the physician is working with 
a patient who acts for satisfaction instead 
of feeling and experiencing emotion poses 
a real problem in management. This acting 
all too often is not harmonious with others 
in the patient’s environment or to society 
in general, but is not always useless to the 
patient, and is conceivably sometimes com- 
plementary and helpful to society. A cur- 
rent exxample is the well-known newspaper 
man who at one time was the terror and 
shame of the profession who has since ad- 
justed well to the role of a clever columnist, 
writing a sometimes bitter, sometimes 
frankly blasting, bombastic, daily contribu- 
tion which has uncovered some unfortunate 
social situations which actually needed cor- 
rection. This negative orientation towards 
the general environment in this individual 
is now utilized in a quite acceptable fashion. 

It must then be assumed that the great 
forces thrusting the patient into the be- 
havior characteristic of a psychopathic per- 
sonality are perhaps not only unreachable 
but are not to be modified. It remains then 
the task of the therapist to help the patient 
to find alternative solutions for qualifica- 
tions and gratifications which may be well- 
nigh insatiable otherwise. Again it must 
be recalled that the patient acts and al- 
most never feels the appropriate emotion. 
This fact renders use of the potent factor 
of acceptance of the total person in psycho- 


therapy difficult. The relationship between 
doctor-patient can become quite tenuous as 
the patient acts out his hostility for the 
therapist, for example, by simply terminat- 
ing treatment for one reason or another. 
The method of complete acceptance, indeed 
an almost conspiratorial alliance with the 
patient can often lead, however, to an im- 
mediate emotionai response so that he is 
able then to feel some of his difficult emo- 
tional problems. In a particularly guilty 
patient the removal of the “satisfaction” of 
rejection with consequent rebellion is im- 
mediate and profoundly felt so that he is 
then able to give more serious considera- 
tions to feelings and intellectual defenses 
rather than unmodified acting. Acceptance 
in the earliest phase of treatment must of 
necessity be complete and intense. The pa- 
tient must be helped to feel extremely posi- 
tive emotions to the therapist. The thera- 
pist must be willing to give approval to the 
patient, implying at the same time, that the 
actual deeds and acts are a part of him 
to be understood. If then the patient is 
able to delimit self from acts and under- 
stand the function of the latter other be- 
havior may be expected. It must be remem- 
bered that these individuals have never 
“belonged,” have always been rejected, the 
very fibre of their character has prevented 
acceptance and that this latter has been 
a factor, and compensation in the neurosis. 
When the patient is “disappointed” and is 
unable to experience rejection in the thera- 
peutic situation, a strong wedge is driven 
into the complex and the patient apparently 
experiences strong doubts as to the efficien- 
cy of the pathological behavior in the direct 
gratification of impulses. 

The great task of ego-building — a 
strengthening of the central integrating 
mechanism—remains but at the same time 
the patient’s constant preoccupation with 
his position with the therapist as to wheth- 
er he is accepted or rejected will recur in 
treatment. The patient may attempt to 
precipitate new test situations in an at- 
tempt to force the old familiar and com- 
fortable emotional reactions where he can 
feel unwanted, not belonging, guilty, and 
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then rebellious. If the first contact with 
the therapist has been sufficiently mean- 
ingful, that is, the positive feelings for the 
therapist initially have been intense, the 
memory of this chink in the armor of the 
personality will prevent really disastrous 
acting-out. The therapist, however, must 
go to great lengths to confront the patient 
with his acceptance as an individual and at 
the same time dissociating the acts per se. 
The therapist is, of course, an agent of the 
culture and in this role cannot condone acts 
which would destroy it. This does not in 
any way prevent him from accepting the 
patient as a person and as a completely like- 
able one—an experience which may force 
the patient into a reorientation of the total 
personality. The setting for the successful 
treatment of the psychopathic personality 
lies in the individual doctor-patient rela- 
tionship. The small, stylized, rigid, over- 
determined society in the mental hospital 
and ordinary prison, is quite made to order 
for the acting out of the psychopath and 
this situation places a great obstacle in the 
path of treatment. If the patient can be 
helped to feel merely one interpersonal re- 
lationship which is emotionally meaningful 
such as the individual doctor-patient rela- 
tionship, he may more readily be able to 
cope with multiple relationships later. 
When a patient is treated as an out-patient, 
society is conceivably diluted and vague in 
its gradually shifting attitudes and preju- 
dices, and the psychopath cannot become 
rigidly responsive to society in general as 
he does disastrously in the inflexible socie- 
ty of the institution. 

The help in insight development in the 
psychopathic personality cannot be given 
too early but, of course, must be appropri- 
ate and consistent with the material pre- 
sented by the patient at the time. Complete 
interpretation is absolutely mandatory in 
quickly forming acting-out patterns. The 
therapy differs from that appropriate for 
the neuroses and psychoses in the respect 
that the patient is given quickly an intel- 
lectual system to cling to—a defense for a 
curiously qualitatively filtering integrating 
mechanism. It is felt that this mechanism 


199 


is not so much a result of a shattered ego 
as it displays an over-all integrity but rath- 
er that it is unable to prevent the filtering 
through of action, and action alone, without 
feeling from underlying drives. The ego 
then is quantitively intact but is permeable 
qualitatively to acting-out phenomena. The 
early and quite frank interpretation of acts 
in an emotionally meaningful therapeutic 
relationship can only give strength to the 
ego which has been unable to make a satis- 
factory adjustment particularly in the so- 
cial sphere. Interpretation used in the im- 
mediate situation can for the first time be 
an extremely relieving experience in him 
who has remarkably enough complete lack 
of understanding and tolerance for self. For 
the psychopathic personality with the pe- 
culiar dissociation of behavior has been at 
a complete loss to comprehend his own char- 
acter since it is so intimately interwoven 
in the warp and woof of self. The psycho- 
path has actually been denied illness since 
his symptoms are not like neurotic symp- 
toms—on a feeling although unpresently 
felt level—but rather is doomed to peculiar- 
ly isolated behavior and action patterns. 
The constitutional factors cannot be over- 
looked or discounted in treatment. There 
are biological—physiological if not frank 
genetic factors which explain the choice of 
a psychopathic living adjustment to a 
schizophrenic one, although there are great 
similarities between the two. If one con- 
cept is found to bring these two conditions 
closer, the similarities in therapy will then 
be adequately explained and accounted. 
There is probably no accident that a given 
individual reacts to a given universal trau- 
ma with a psychopathic reaction. Constitu- 
tional-biological and physiological factors 
may then be thought of as limiting treat- 
ment to the utilization of the potentialities 
and possibilities of the so-called psycho- 
pathic personality. The potentialities of 
the psychopath are greater perhaps than 
the neurotic for the reason that the former 
is always free to act while the latter is 
found to be greatly inhibited by intra- 
osychic conflict, doubt, indecision and in- 
termirable introspective preoccupation—all 
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on a feeling rather than on an active level. 
The psychopathic impulsiveness can actual- 
ly be utilized socially if effort is made to 
help it become acceptable. It is also known 
that the psychopath in the confusion of re- 
buffs and rejections finds it difficult to real- 
ize exactly what is acceptable in himself 
as an individual. Treatment can be extreme- 
lv helpful as a proving ground on this level. 
CASE REPOR' 

H. F., age 28, unmarried, intelligent, high school 
graduate, Protestant, part-time musician. 

Patient was first admitted to a mental hospital 
on the insistence of his father for psychotherapy 
for drug addition to benzedrine. He first began 
using drug experimentally some two years before 
coming to treatment, and had found that increas- 
ing 
some 


moods of depression had 


urged him to seek 
surcease, 


His 


scholastic and parental 


Marijuana smoking helped supply 


this. history heretofore had been rife with 


failure to form 
The patient 
was constantly readmitted to various institutions 


rebellion, 
ordinary high school relationships. 
varying from the county jail through private men- 
tal hospitals. He flouted the law of the land, 
thieved, begged and borrowed as he continued his 
addiction to benzedrine and his social rebellion. 
When brought to treatment, he was surly and 
hostile and desired immediate release from the hos- 


pital. An admitting attendant told him he 


Was 
“no good and would always be that way.” The 
opening interviews were spent in “reliving” the 


pathetic life of the patient who had a hopelessly 
rejecting father and hostilely but 
protective mother. As the patient tended to “re- 
live’ his somewhat scarlet past, he was constantly 


inclined over- 


accepted and there was a perceptible change in 
his hard, heretofore unchallenged front. 
attempt 


The usual 
to defend himself from others failed and 
his own dependency need 


The 


began making its de- 


mands. patient began to speak freely and 


frankly of the problems of his life including the 
conflicts with parents. He was released from the 


hospital after some thirty sessions and approxi- 
mately six weeks. The time of discharge from the 
stitution was determined when the intense posi- 
tive feelings of the patient to the therapist 
both. This, of followed 
complete emotional acceptance by the therapist in 
the daily On 


be- 


came obvious to course, 


treatment interviews. several oc- 
intoxicated with 
benzedrine and drove the forty miles or so through 


urban traffic to be 


after release he became 


casions 


furthen 
support and for satisfactoin of his great dependent 
needs. 


near the therapist for 


After some sixty hours of treatment, he made a 
fair adjustment obtaining a modest laboring job. 
Some one hundred and fifty hours of more inten- 
sively uncovering 


treatment then done with 


the ultimate benefit of release from benzedrine and 


was 
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its concomitant difficulties. The patient has main- 
tained himself economically for the past year, al- 
though he remains in the home of his parents, ap- 
parently still unable to break this hostile-dependent 


relationship. Benzedrine and drug addiction arv no 


longer problems, although the patient tends to 
drink alcohol somewhat immoderately. He plans 
a writing career preferably of a critical type for 


his future. There is as yet no permanent female 


relationship in his life. Treatment has been ter- 
minated for approximately one year. 
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PRESENT CONCEPT OF CATARACT 
SURGERY 


GEORGE M. HAIK, M. D. 
WOOD LYDA, M. D. 
NEW ORLEANS 

Because of the increasingly important 
role the general physician is playing in suc- 
cessful cataract surgery, we believe some of 
the newer concepts of cataract management 
should be presented so that a better under- 
standing and closer cooperation may be had 
between the ophthalmologist and the gen- 
eral physician. 

With newer and more refined surgical 
techniques developed by the ophthalmic sur- 
geon and with the improved methods of con- 
trolling constitutional diseases developed in 
general medicine, cataract surgery has be- 
come more highly successful than ever be- 
fore. 

PRELIMINARY STUDY OF THE PATIENT 

When lens opacities are discovered in a 
patient, or suspected to exist as one of the 
causes of decreasing vision, the ophthal- 
mologist makes a number of detailed studies 
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of the diseased eye. With the aid of a slit 
lamp he determines the exact type and mor- 
phology of the cataract present, the pres- 
ence or absence of old or recent inflamma- 
tory changes, and the type of surgical ap- 
proach best suited for the particular pa- 
tient. The intraocular pressure is meas- 
ured and if it is found elevated, a compli- 
ating glaucoma may be suspected. In ma- 
ture cataracts, where the fundus cannot be 
visualized, light perception and projection 
tests, endoscopy and the “‘two light” test are 
carried out to determine the integrity of the 
underlying retina. 


With a careful history and the clinical 
findings, the ophthalmologist may classify 
a cataract as belonging to a certain etiologi- 
cal group of cataracts. With this informa- 
tion the medical and surgical management 
of the patient is outlined. 

MEDICAL MANAGEMEN'I 

The medical management of the cataract 
patient is chiefly concerned with two gen- 
eral types of treatment: (1) local treat- 
ment, and (2) systemic treatment. 

In the past, the local treatment of cata- 
racts has chiefly consisted of the use of 
drugs which produce hyperemia and che- 
mosis, in the hope that the nutrition of the 
lens would be improved and the opacities 
cleared. However, these drugs seem to be 
of little value and at the present time there 
is no known specific therapy that will cause 
developed lens opacities to become transpar- 
ent. An important adjunct to local treat- 
ment is careful and repeated refractions. 
This procedure corrects the changing de- 
grees of myopia and astigmatism that are 
associated with cataracts, and maintains 
the patient’s useful vision for as long as 
possible. 

The systemic treatment of cataracts is 
directed toward correcting any general con- 
stitutional and systemic disorders that the 
patient might have. With the great ad- 
vancements in nutrition, vitamin therapy, 
and hormonal products, good medical man- 
agement of the patient becomes more im- 
portant and more satisfactory than ever be- 
fore. With adequate systemic therapy, ear- 
ly developing cataracts may sometimes be 
noticeably slowed in their growth. 
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There are a number of procedures and 
certain information about the systemic 
state of the patient that the ophthalmologist 
feels are particularly important, but are 
best carried out by the general physician. 
Important among these are: 

First, a careful and complete history of 
the various body systems with a follow-up 
of any significant symptoms. Very often, 
by this means alone, exciting or contribu- 
tory causes to cataract formation are dis- 
covered. 

Secondly, a complete physical examina- 
tion, including a dental survey, is import- 
ant not only in finding pathological proc- 
esses that might contribute toward cataract 
formation, but also in determining the in- 
dividual’s suitability for surgery. The oph- 
thalmologist is particularly interested in 
such changes from the norm as: hyperten- 
sion, particularly elevated diastolic pres- 
sures which could be a cause of operative 
and postoperative hemorrhage, and foci of 
infection, with special attention to the nose, 
throat, sinuses, teeth, gall bladder, cervix, 
and prostate, which may act as a focus of 
postoperative inflammation. The presence 
of any lung changes, such as bronchitis, 
asthma, tuberculosis, or bronchiectasis, 
particularly when producing a cough that 
might complicate the operative and post- 
operative course, must be looked for. 

Special laboratory studies should be used 
when there is an indication, but such pro- 
cedures as complete blood counts, fasting 
blood sugar levels, coagulation and pro- 
thrombin times and capillary fragility cuff 
tests are examinations that always should 
be made and if found abnormal, therapy 
aimed at correcting the underlying path- 
ology instituted. 

The general health and hygiene of the pa- 
tient should be well regulated. Nutrition 
should be well balanced and supplementary 
vitamins, particularly vitamins C, P, and A 
supplied. Any toxic state that exists must 
also be controlled. Diabetes and hyperten- 
sion should always be as well regulated as 
possible. Elimination should be carefully 
attended to, for the straining accompanying 
fecal impaction may prove disastrous in the 
postoperative period. Careful attention to 
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these factors by the general physician elimi- 
nates many of the complications that might 
be encountered by the ophthalmologist and 
insures the patient of a better chance of 
success in regaining vision. 

SURGICAL APPROACH TO CATARACT MANAGEMENT 

The question often arises as to what time 
is the best to remove a cataract. It is no 
longer necessary for a patient to lose all of 
his useful vision while he waits for his cata- 
ract to become “ripe” or mature before sur- 
gery is undertaken. With intracapsular 
extraction and other techniques, the visual 
needs of the patient, rather than the ma- 
turity of the cataract, is the requisite for 
surgical intervention. During the years 
that extracapsular cataract extraction was 
the only method of removing a lens, one had 
to wait until the lens was mature and the 
lens cortex was soft before operating. It 
was necessary for the lens cortex to be soft 
so that the lens material could be easily 
washed from the eye and the small, hard 
lens nucleus delivered. With the develop- 
ment of the intracapsular method of remov- 
ing the cataract within the lens capsule, the 
waiting period for a mature cataract to de- 
velop was no longer necessary, and, instead, 
the lens could be removed at the time best 
suited to the patient’s visual needs. The 
extracapsular technique of removing cata- 
racts has not been completely discarded, for 
in many cases of existing or expected com- 
plications it is often the operation of choice. 
In hypermature cataracts with liquid corti- 
cal material, in thin, degenerated lens cap- 
sules, in old iridocyclitis with adhesions, 
and in fluid vitreous, this method is pre- 
ferred by many opthalmologists. Following 
extracapsular extractions, the remaining 
posterior lens capsule may become opaque 
and a second operation to incise the occlud- 
ing membrane may be needed to clear the 
pupillary area. 

The development of the intracapsular ex- 
traction has led to the development of the 
so-called “round pupil” extraction. Pre- 
viously, it was necessary to remove the up- 
per portion of the iris to facilitate the wash- 
ing of lens cortex from the anterior cham- 
ber. With the intracapsular technique this 
was no longer necessary and the pupil was 
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left intact to contract with the light and 
accommodation reflexes. However, the op- 
portunity for the development of iris pro- 
lapses and secondary glaucoma are _ in- 
creased in this method and so great caution 
and careful selection is made before this 
type of extraction is decided upon. 


It has only been within relatively recent 
times that sutures have been used to close 
the incisions, or sections, made in the an- 
terior segment of the eye. Formerly, the 
lids were merely closed over the wound. 
This necessitated protracted hospital stays, 
with long periods of complete bed rest. 
Even so, the complications were frequent. 
With the development of very fine but 
strong suture materials and very sharp 
needles, suturing of the wounds became pos- 
sible. This procedure alone reduced com- 
plications markedly and allowed a much 
earlier ambulation. 


Local anesthesia remains the mainstay in 
most cataract surgery, but several import- 
ant additions and refinements have been de- 
veloped in local anesthesia which account 
for its continued use as the usual procedure. 
In earlier times only cocaine was instilled 
in the conjunctival sac. Now, however, in 
addition to this topical application, novo- 
caine block is made of the seventh nerve 
to paralyze the muscles of the lids. This 
prevents the patient from squeezing the lids 
and pressing on the eye, with its accom- 
panying disastrous effect. Novocaine is al- 
so injected into the muscle cone in the retro- 
bulbar space. This gives a much better 
anesthesia to the inner structures of the 
eye and helps eliminate the discomfort of 
surgery. It also dilates the pupil and re- 
duces intraocular tension when it is ele- 
vated. 

General anesthesia is not usually em- 
ployed for three reasons: (1) the danger 
of general anesthesia in the aged, (2) the 
patient is unable to cooperate with the sur- 
geon during the surgery, and (3) postop- 
erative vomiting may be a serious compli- 
cation. Recently a good deal of clinical in- 
vestigation has been carried out with the 
use of sodium pentothal and curare. These 
agents may prove to be important adjuncts 
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to the anesthesia problem, but as yet, there 
have not been enough observations over a 
long enough period of time for any definite 
conclusions to be drawn. 
COMPLICATIONS OF SURGERY 

Regardless of the surgeon’s skill and of 
his knowledge of local anatomy and of the 
pathological changes in the special case, 
unforseen situations may occur both during 
operation and afterwards. Among the most 
important of these complications are the 
following : 

Hemorrhage: Postoperative hemorrhage 
is a frequent complication, especially in dia- 
betes, hypertensive and markedly arterio- 
sclerotic patients. It arises most frequently 
from vessels of the limbus and less fre- 
quently from the iris. Hemorrhage into the 
anterior chamber is not usually serious but 
expulsive hemorrhage and vitreous hemor- 
rhage are most serious. 

Vitreous Loss: This is a complication 
that in some cases is unavoidable. Fluid 
vitreous, the use of too much pressure and 
uncooperative patients are all conducive to 
it. Vitreous loss in association with a rup- 
tured lens capsule and floating lens cortex 
is a most serious complication. The eye re- 
mains red, irritable, and inflammatory re- 
actions develop. Care of the wound at the 
time of surgery and postoperative cortisone 
locally have lessened the severity of the re- 
action in many cases. 

Glaucoma: This complication may result 
from either postoperative inflammation, 
prolapse of the iris or of the lens capsule 
into the wound, or the downgrowth of 
epithelium into the anterior chamber. Suc- 
cessful treatment of postoperative glau- 
coma is very difficult; not infrequently, a 
second operation to control the glaucoma 
must be done to preserve the eye. 

Iritis: Iritis occurs more frequently fol- 
lowing extracapsular than intracapsular ex- 
tractions. The inflammatory process can 
frequently be controlled by the use of anti- 
bioties and local cortisone. 

Rupture of the Wound: Rupture of the 
wound is often due to coughing, vomiting, 
straining, or a violent patient. In some 
cases debilitation and poor healing qualities 


are the primary causative factors. Presur- 
gical management of the patient to prevent 
the occurrence of the complication is the 
best means of control. 

Prolapse of Iris: Prolapse of the iris is 
also a serious complication, since the small- 
est degree of prolapse is a potential source 
of danger as well as a constant source of 
pain and discomfort. It requires further 
operative measures for its treatment. 

Sympathetic Ophthalmia: This is a rath- 
er infrequent complication, but when it oc- 
curs it is most disastrous. Antibiotics and 
local and systemic cortisone and ACTH 
have been of value in controlling the disease 
in early cases. 

Retinal Detachment: Retinal detachment 
may occur in a few days to several years 
following cataract extraction. In general, 
reattachment is not highly successful. How- 
ever, with the newer methods of discover- 
ing the tears in the retina that lead to the 
detachment and with finer electrocautery 
techniques, the percentage of successful re- 
attachments is rising. 

Infection: Purulent inflammation of the 
eye following cataract surgery may be 
either exogenous or endogenous, the former 
variety being most frequent. The frequency 
of occurrence and the seriousness of the 
complication has been considerably amelio- 
rated by the use of the antibiotics. 

SUMMARY 

1. The best results in cataract extraction 
are secured by careful preliminary study of 
the patient, correction or control of asso- 
ciated constitutional conditions, and con- 
stant postoperative observation. These aims 
are best achieved by a close cooperation be- 
tween the ophthalmologist and the general 
physician. 

2. The most opportune time for cataract 
extraction depends upon the visual needs of 
the patient, the presence of complications, 
and the type of cataract present. 

3. The development of intracapsular cat- 
aract extractions, the use of sutures in the 
wound, and refined local anesthesia have 
greatly improved results and reduced com- 
plications in cataract surgery. 

4. Complications of cataract extraction 
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are frequently very serious and measures to 
prevent them are usually more successful 
than measures to control them. 

DISCUSSION 

Dr. Richey L. Waugh, Jr., (New Orleans) : Care- 
ful evaluation of the patient and meticulous care 
during the extraction of the cataract and after- 
wards make for better results in cataract surgery. 
Dr. Haik and Dr. Lyda have well outlined many 
of the present trends in cataract surgery and pre- 
sented advantages of both the extracapsular and 
intracapsular methods of extraction. 

With an intracapsular extraction the entire lens 
is removed within its capsule and no particle of 
lens material left behind to cause, through inflam- 
mation and 


swelling, an iridocyclitis and subse- 


quent secondary glaucoma. The intracapsular pro- 
cedure has greatly reduced the incidence of both 
these postoperative complications. 

However, the intracapsular procedure has made 
loss of vitreous more and as 


frequent equally 


serious. Any disruption of the anterior vitreous 
face through any added pressure in the intracapsu- 
lar procedure may allow free access of vitreous to 
the iris with subsequent inflammation, direct block- 


age of the chamber angle, and adherence to the 


cornea with a resulting cloudiness that greatly i: 
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terferes with vision. Loss of vitreous is also a 
invitation to a retinal detachment that cannot a 
ways be treated successfully. 

The operator does well who, considering the 
facts, does not, out of pride, try the more difficu 
intracapsular in all senile eyes. In many instances 
a planned extracapsular extraction may be tl 
procedure of choice. 

By performing a planned extracapsular extrac 
tion, the very thin posterior capsule remaining be 
hind may act as a stay against any loss of vitreou 
This thin 
often interfere less with vision than the results o 
inflammation direct contact of th 
vitreous with the iris or opacification and thicker 
ing of the cornea by vitreous adherence. 


during operation. lens capsule may 


caused by 


The operator may prove to be more skillful wh 


chooses his operation for his patient whenever 


there may be any possibility of vitreous loss asso 


ciated with fluid vitreous, a hypermature lens, 


prominent eyes, a difficult patient, or poor anes 
thesia. Whenever a narrowing of the chambe: 
angle occurs on opening the eye, an extracapsula) 
that is al 


extraction may avoid loss of vitreous 


ready bulging forward. 
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CHILD HEALTH PROGRAM 


In recent years the Louisiana State Medi- 
cal Society, through its Committee on Child 
Health, has promoted a program of awaken- 
ing interest in this problem, and of bring- 
ing about a situation where the cooperative 
endeavor could go forward in the interests 
of child health. The initial effort was a 
Parish Health Council; such Parish Health 
Councils have been organized in Tangipahoa 
Parish with Dr. M. C. Wiginton, as chair- 
man, and in Iberville Parish with Dr. W. E. 
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These health 
councils consist of representatives of the 
Parish Medical Society, Parish School 
Board, Dental Society, P. T. A., and the De- 
partment of Health, and other interested 


Barker, Jr., as chairman. 


groups. This organization has been in a 
position to put forward a school health pro- 
gram in which the various interested par- 
ties cooperate and which stays under the 
direction of the physicians. 

A four-point school health program was 
suggested by the A. M. A. and Louisiana has 
adopted the four-point program, as follows: 

1. Instruction of teachers in the screen- 
ing of school pupils for mental and physical 
defects. 


2. Screening of all pupils by teachers 
with the assistance of a public health nurse 
and visiting classroom supervisors. 

3. Examinations (free of charge or for 
a small fee) by local physicians of children 
found to have defects or deformities. Re- 
ferral to the proper specialist if necessary. 

1. Thorough examination of all first 
grade pupils with notations of all defects 
and recommendations for their correction. 

In the two Parishes where these pro- 
grams have been established considerable 
progress has been made, such that the Pub- 
lic Relations Department of the A. M. A. 
has commended them. The Child Health 
Committee of the State Society is now en- 
deavoring to make their experience avail- 
able to other Parishes and to organize simi- 
lar councils to carry on this most desirable 
form of health education for the improve- 
ment of school health. <A recent survey 
showed that one-third of all medical socie- 
ties have a school health committee. 

In furthering this work, the State Child 
Health Committee is arranging to have a 
meeting in Alexandria on November 4. It 
is hoped that each medical society will have 
a representative there who will assist in 
promoting the organization and operation 
of the plan in his Parish. Also attending 
this meeting will be various interested edu- 
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cational groups who are asking for the priv- 
ilege of assisting in this work. It is very 
much hoped that organized medicine will 
be adequately represented and active in the 
endeavor. It is obvious from a considera- 
tion of how the plan worked in the two 
Parishes, and from the basic relationship 
between physician, parent, and child that 
there could be no better form of improving 
public relations of organized medicine than 


this. 
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CHEMOTHERAPY OF TUBERCULOSIS 
IN MAN 

The chemotherapy of tuberculosis in man 
is a matter of great importance to those 
whose particular responsibility is care of 
such patients, and also, to almost everyone 
who practices medicine. 

The Council on Pharmacy and Chemistry 
of the A. M. A. has issued three reports on 
this topic, and in the A. M. A. Journal of 
September 15, 1951, publishes a fourth ar- 
ticle which is a statement of progress on the 
problem. Study of these reports provides 
valuable guidance. It is unpleasantly clear 
that streptomycin does not cure tuberculosis. 
Observations which are summarized in the 
report are now on approximately 10,000 in- 
dividual cases. The report is a; single co- 
operative study in which the Veterans Ad- 
ministration, the Army, and the Navy par- 
ticipated. 

The toxicity of streptomycin and dihydro- 
streptomycin is principally related to the 
effects on the eighth cranial nerve. Signs 
of renal irritation, skin eruptions, and fever 
occur occasionally in patients. The princi- 
pal effect is on the vestibular and auditory 
apparatus. Vertigo, accompanied usually 
by ataxia and by diminished response to 
caloric stimulation, is the commonest toxic 
manifestation of streptomycin therapy. It 
is found in successive observations that it 
appeared in only 3.4 per cent of 383 pa- 
tients receiving 1 gram twice a week for a 
period of one hundred and twenty days. 
With larger doses, vertigo appeared in 80 
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per cent of patients. Using 2 grams a ‘ay 
of dihydrostreptomycin was less of a source 
of toxic effect. Using doses not exceeding 
1 gram a day, 8 per cent of patients on 
streptomycin developed vertigo as opposed 
to 3 per cent of those using dihydrostrepto- 
mycin. 

The second effect of great importance 
in this type of chemotherapy was the fre- 
quency with which cultures of tubercle ba- 
cilli, obtained from patients, became inured 
to the drug and were able to grow in con- 


siderable concentration of streptomycin. 
Eighty-two per cent of all positive cultures 
were found resistant to 10 gamma or more 
per cubic centimeter after one hundred and 
twenty days of therapy. Following succes- 
sive investigations, it was found that some 
tubercle bacilli became resistant to p-amino- 
salicylic acid (PAS) and that combining 
these two drugs only 17 per cent of patients 


developed resistant positive cultures after 
one hundred and twenty days of therapy. 
The regime in which this was true employed 
1 gram of streptomycin twice a week plus 
12 grams of p-aminosalicylic acid daily, 
given concurrently. Seventy-seven per 
cent of 303 cases obtained evidence of im- 
provement radiographically at the end of 
one hundred and twenty days. Fifty-six 
per cent of 209 cases developed a negative 
sputum in the same time. The investiga- 
tors in the study were so thoroughly con- 
vinced that p-aminosalicylic acid should al- 
ways be given concurrently with strepto- 
mycin that the latter drug has not been used 
alone since the fall of 1949. 


Therapy with substances other than 
streptomycin or dihydrostreptomycin has 
been investigated. Neomycin, viomycin, 
and mycomycin have not been found suit- 
able or beneficial. Aureomycin and terra- 
mycin were also studied and the results 
were apparently not encouraging. Investi- 
gations of the effect of corticotrophin and 
cortisone in animals indicated that they 
should not be used in patients with active 
tuberculosis, and that they should be used 
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with extreme caution in human beings with 
possible latent tuberculous infection. 

The synthetic thiosemicarbazone, named 
amithiozone, was investigated and there is 
some doubt as to its value. 

(Cepharanthin is an alkaloid used in Japan 
in recent years. The investigators felt that 
the experience with this drug did not war- 
rant a clinical trial. 

This valuable article is summarized by 
the authors as follows: 

1. Reducing the dosage of streptomycin 
to 1 gram, either daily or twice a week, has 
reduced toxicity without impairing thera- 
peutic efficacy. 

2. The concomitant daily administration 
of a p-aminosalicylic acid has definitely de- 
laved the emergence of streptomycin-resist- 
ant tubercle bacilli and has thereby made 
possible the desired continuation of effec- 
tive therapy beyond four months, a proce- 
dure that is now being explored. 
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3. Preliminary indicate 


that concomitant administration of p-ami- 


observations 


nosalicylic acid and streptomycin may have 
further increased the survival rate of pa- 
tients with meningeal or miliary tubercu- 
losis. 

4. Although many antibiotics and other 
drugs have been studied during the past 
eighteen months, and although several of 
them undoubtedly have some bacteriostatic 
action on tubercle them 
with 
streptomycin, much less of being the ‘‘won- 
the 


bacilli, none of 


promises a favorable comparison 


der drug” frequently mentioned by 
press. 

It is clear in these extensive and detailed 
that the 
streptomycin and p-aminosalicylic acid has 
value, and the greatest use will be in the 
form of assistance to the well established 
and thoroughly understood methods of 


treating tuberculosis. 


investigations combined use of 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


DANGER OF SOCIALISTIC TRENDS 

So much has been said recently in the 
House and Senate of the United States 
and so many false statements spread 
throughout the Nation by the socialistic 
group of individuals in and out of Washing- 
ton relating to a purported shortage of doc- 
tors, that it behooves each and every mem- 
ber of the medical profession to exert every 
effort possible to correct these misstate- 
ments of facts and to disabuse the minds of 
our patients of any such propaganda put out 
by Oscar Ewing and his cohorts who would 
sell us down the river for compulsory health 
insurance and federalized medicine. 

Every doctor in our state should act as a 
committee of one to contact at least one pa- 
tient a day, correcting any false impression 


she or he might have regarding the social- 
istic state so beautifully pictured by the 
Truman-Ewing group as an Utopian state 
for the relief of their ills. 

Just think how many patients could be 
converted to the free enterprise system of 
the practice of medicine as against the wel- 
fare state, if every doctor in Louisiana 
spent a few minutes each day with only one 
patient, explaining the advantages of the 
present system of medicine, free from con- 
trol of politicians and bureaucratic boards 
in Washington. 

This welfare state and socialistic trend 
is spreading throughout the _ respective 
states and Louisiana is no exception, and 
the physicians of the state should remain 
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ever alert to challenge and prevent its 
spread. 

As you well know, there is an election for 
governor and other state officers to take 
place soon in Louisiana and we should be- 
gin to look around and select candidates 
who will see eye to eye with the medical 
profession and will not support legislation 
detrimental to our profession as some of 
them did at the last general session of the 
legislature. 

There may not be a doctor in every little 
town or community in the state, and this 
is wholly unnecessary for good medical care. 
There are so many well equipped clinics and 
hospitals located throughout the rural sec- 
tions which, with good roads and splendid 
transportation facilities, make better scien- 
tific medical care more accessible and avail- 
able than the population enjoyed twenty 
when a doctor located in 
every little hamlet in the state. We may not 
have as many doctors in some of our rural 


years ago Was 
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sections but the people are getting be 
and quicker medical service. 

Let us all work for better service to our 
patients, preserving that personal equation 
relationship of patient to doctor and tree 
from government control. Won’t you, one 
and all, make a pledge to go all-out for the 
education of your patients against this dan- 
gerous socialistic state? 


4) 
U 





1952 DUES 

Dues for 1952 membership in the Loiuis- 
iana State Medical Society should be sent, 
with your American Medical Association 
and local society dues, to the secretary of 
vour parish or district society in December 
of this vear. 

Amount of State Society dues for 1952 is 
$25.00. 

Amount of AMA dues for 1952 is $25.00. 

Please cooperate with us by sending in 
your dues promptly. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY 
Date 


Second Wednesday of every month 
Third Thursday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Society 
East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Second District 
Shreveport 
Vernon 


DR. W. D. BEACHAM FIRST PRESIDENT OF 
THE AMERICAN ACADEMY OF OBSTETRICS 
AND GYNECOLOGY 

The ,National Federation of Obstetric-Gynecolo- 
gic Societies has reconstituted itself as The Ameri- 
This 


action was taken at the Federation meeting held 


can Academy of Obstetrics and Gynecology. 


on June 13, 1951, in Atlantic City, in response to 
the long-felt need for a national society for ob- 
stetricians and gynecologists based on individual 
and personal membership. 

The following officers were elected at this meet- 


ing: President—Woodard D. Beacham, New Or- 


MEETINGS 
Place 


Baton Rouge 
Bastrop 


New Orleans 


Monroe 
Alexandria 


Shreveport 


Huber, 


Vice-President—Louis H. 


leans, Louisiana; President-elect—Carl P. 


Indianapolis, Indiana; 
Douglass, Baltimore, Maryland; Treasurer—Her- 


bert E. Schmitz, Chicago, Illinois; Secretary— 


Ralph A. Reis, Chicago, Illinois; Executive Board 
Robert G. Craig, San Francisco, California; John 
L. Parks, Washington, D. C.; Charles D. Kimball, 
Seattle, Washington; Samuel B. Kirkwood, Win- 
chester, Mass.; Philip F. Williams, Philadelphia, 
Pennsylvania. 

The Academy was incorporated on August 4, 
1951, as a non-profit corporation under the laws 
of the State of Illinois. Its objects are listed in 
the Constitution and By-Laws which were adopted 
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at meeting held at Hot Springs, Virginia, on 
September 5, 1951. They include “fostering and 
stimulating interest in obstetrics and gynecology 
and all of the work for the welfare of 
women which properly come within the scope of 


aspects 


obstetrics and gynecology.” 


UROLOGY AWARD 


7 American Urological Association offers an 
annual award of $1000.00 (first prize of $500.00, 
second prize $300.00 and third prize $200.00) for 
essays on the result of some clinical or laboratory 


research in Urology. Competition shall be limited 


to urologists who have been in such specific prac- 


tice for not more than five years and to men in 
training to become urologists. 
The first prize essay will appear on the program 


e forthcoming meeting of the American Uro- 
logical held at the Chalfonte- 
Haddon Hall, Atlantic City, New Jersey, June 23- 

> TORY 


Association, to be 


0, 1992. 

For full particulars write the Secretary, Dr. 
Charles H. de T. Shivers, Boardwalk National Ar- 
cade Building, Atlantic City, New Jersey. Essays 


must be in his hands before February 15, 1952. 


HAND STEREOSCOPE 
A $45.00, light-weight 


radiology that outstrips in performance units cost- 


stereoscope for medical 


ing ten times more has been announced by the 
X-Ray Department, General Electric Company, 
Milwaukee. 

Revolutionary in its design, the new stereoscope 
weighs only four pounds, compared with table 
stereoscopes, which often weigh 60 pounds or more, 
and floor models weighing over 100 pounds. It oc- 
cupies only one square foot, compared with ten 
for floor models and over four for desk models. 


Thus it can be easily transported to classes, meet- 


ings, wards, darkrooms or other locality, as de- 


sired. 


GRANTS AID FOR RESEARCH IN CARDIO- 
\ASCULAR DISEASE AND IN RELATED 
FIELDS 


The Louisiana Heart Association announces that 


\ 


it will welcome requests for grants in aid for re- 


cardiovascular disease and in related 
The deadline for receipt of 
November 12, 1951. 
Application blanks should be obtained from the 
office of the Louisiana Heart 
quests addressed to Dr. Russell Holman, Chairman, 
Research & Fellowship Committee, Louisiana Heart 


103—1430 Tulane Ave., 


search in 
fields. requests is 


named as 


Association and re- 


Association, Inc., Room 

New Orleans, La. 
Applications received by November 12, 1951 will 

or about November 20, 1951. It 


is anticipated that funds will be available for re- 


be reviewed on 


, 
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search allocations on July 1, 1952 out of the Asso- 
ciation’s 1952 Heart Campaign receipts. Preference 
will be given to requests from Louisiana. 


SURGICAL ASSOCIATION OF LOUISIANA 
MEETS NOVEMBER 11 

The Surgical Association of Louisiana will have 
it annual meeting on Sunday, November 11 at the 
St. Charles Hotel, beginning at 10 a.m. Two guest 
speakers are going to present papers. 

Dr. Jonathan E. Rhoads, who is Professor ‘of 
Surgery and Surgical Research at the University 
of Pennsylvania, will speak on “Experimental and 
Clinical Studies on the Plasma Volume _ Ex- 
panders.” 

Dr. Paul W. Shafer, Professor of Surgery at 
University of Kansas, will speak on “The Use vu. 
Collateral Arterial 
Occlusion Resection 


a Temporary Circulation to 


Permit and Frozen Artery 
Replacement of Vital Vessel Segments.” 

The Program is as follows: 

10:00 A. M.—“‘Gastric Resection for Peptic Ul- 
cer’—Dr. Donald B. Williams, Lafayette, La. 

10:30 A. M.—‘‘Immediate Post-Operative Com- 
plications Following Gastrectomy”’—Dr. Frank T. 
Kurzweg, New Orleans, La. 

11:00 A. M.—‘Portal Hypertension” 
A. Hendrick, Shreveport, La. 

11:30 A. M.—“Experimental and Clinical Studies 
on the Plasma Volume Expanders”—Dr. Jonathan 


Dr. John 


E. Rhoads, Professor of Surgery, University of 
Pennsylvania. 

1:30 P. M.—*The Use of a Temporary Collateral 
Arterial Circulation to Permit Occlusion Resectien 
and Frozen Artery Replacement of Vital Vessel 
Segments”—Dr. Paul W. Schafer, 


Surgery, University of Kansas. 


Professor ..of 


2:15 P. M.—“The Surgeon and Radioactive Iso- 
topes’—Dr. Walter J. Burdette, New Orleans; La. 


UNITED STATES HEALTHIEST 
NATION IN WORLD 
The United States is the healthiest large nation 

in the world, and close to, if not aheaa of, the 

healthiest of the small nations, it was reported 
in the (October) Today’s Health, 
lished by the American Medical Association. 

An article written by Frank G. Dickinsen, Ph.P , 
director of the Bureau of Medical 
search of the A. M. A., states that rate of 
health progress, as shown by increasing’: life ex- 
pectancy, is also greater than that of the the 
large nations and nearly all of the small’ nations. 

Our rapid adoption of the knowledge that medical 


LAKGE 


current pub- 


Economic Re- 
“our 


science has gained makes this possible.” 

The of ot Medic¢al also a 
factor in this progréss, the article reported. 

“We have the 


extent facilities is 


greatest number of phvsicians 
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per 100,000 population of any nation in the world 
except Palestine, where many of the refugee phy- 
sicians do not make their living by practicing 
medicine,” Dr. Dickinson wrote. 

“Althocgh we have chosen to spend only four 
cents in every dollar of our family budget for 
medical care, we seem to use our expenditures 
rather well.” 

Dr. Dickinson pointed out that although in 
Sweden only one-fifth of all births are attended 
by physicians, there is an extremely low maternal 
mortality rate. However, he noted that Swedish 
persons live longer in Minnesota than in Sweden. 


INCOME DEDUCTIONS FOR MEDICAL 
EXPENSES 
An amendment to H. R. 4473 permitting tax- 
payers to deduct from their adjusted gross income 


Book Reviews 


medical expenses including health and accident in- 
surance premiums, up to $1,250 per year for single 
persons and $2,500 per year for the taxpayer and 
his dependents was defeated in the Senate on Sep- 
tember 27. 

The committee amendment permitting deduction 
of medical expenses (including health and accident 


insurance premiums) for persons over 65 years of 
age, however, was approved. 


CORRECTION 


In the September issue of the New Orleans 
Medical and Surgical Journal, committees to serve 
with the Committee on Arrangements for the 1952 
Meeting to be held in Shreveport, were listed. On 
the Hospital Committee, the name of Dr. T. P. 
Lloyd was listed in error as T. P. Floyd. 
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Menstruation and its Disorders: Proceedings of 
the Conference Held Under the Auspices of The 
National Committee on Maternal Health, Ed. by 
Earl T. Engle. Springfield, Ill., Charles C. 
Thomas, 1950. pp. 338. Price $6.50. 

This compilation of thirteen articles by leading 
authorities adds greatly to our knowledge of nor- 
mal physiology and functional pathology of the 
endometrial and menstrual cycle. While most of 
this investigative work highly technical, the 
reader gains an insight into the vast possibilities 
of cystochemistry. Chapters on endometrial blood 
flow, functional bleeding and activity of the myo- 
metrium should lead to more rational treatment. 


1S 


Illustrations made by the Carnegie Laboratory 
of Baltimore show several of the 24 embryos col- 
lected by Hertig and Rock. These are all within 
fourteen days of ovulation age and 41 per cent 
.were found to be abnormal. Such studies coupled 
with enzymatic and other metabolic processes with- 
in the ovaries and endometrium are essential to an 
understanding of infertility. 

This book with its ample comments will be most 
interesting to those seeking an answer to human 
fertility. 

EUGENE H. Countiss, M. D. 





Methods in Medicine; a manual of the Medical 
Service of George Dock, M. D., Se D.; by George 
R. Herrmann, M. D., Ph. D. 2nd ed. rev. St. 
Louis, C. V. Mosby Co. pp. 488. Price, $7.50. 
Methods in Medicine is a 500 page book designed 

as a practical ward or bedside guide for hospital 

staff personnel as well as for the practitioner. It 
presents the essentials of clinical and clinical 
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laboratory procedures, organizing the material for 
ready reference. 

One section is concerned with the proven labora- 
tory procedures and tests, organizing the subject 
matter under material to be examined. Another 
section describes and outlines the special studies 
to be undertaken with specific clinical disorders 
arranged according to body systems. 

Additional chapters present therapeutic methods 
advised in handling common emergencies as well as 
giving basic orientation in dietetics. 

The manual is particularly adapted to the use 
of hospital internes and residents but can be of 
assistance to the practitioner as a reference for a 
specific laboratory procedure. 


JOSEPH E. SCHENTHAL, M. D. 


Functional Anatomy of the Limbs and Back: A 
Text for Students of Physical Therapy and 
Others Interested in the Locomotor Apparatus; 
by W. Henry Hollinshead, A. B., M. S., Ph. D. 
Philadelphia, W. B. Saunders Company, 1951. pp. 
341. Price, $6.00. 

This book, written as a text for students of phy- 
sical therapy, infers considerable in the title, cov- 
ers more than the functional anatomy of the limbs 
and back, and still falls short of what might be 
hoped for from the head of a large foundation’s 
Section on Anatomy. 

The first section of this monograph discusses the 
basic introduction to anatomy necessary for the 
student without a background in anatomical termi- 
nology, the bone of the body, the organs, and or- 
gan systems. 

The second section is concerned with the anatomy 
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The third 


section of twenty-four pages is devoted to the back; 


and function of the upper extremity. 


the fourth to the lower limbs; and the final section 
to the head, neck and trunk. 

The illustrations are for the most part accurate 
Occasionally, however, 
but 


and acceptable. they seem 


somewhat incomplete for anything casual 
reference. 

This book should serve well its intended purpose 
as a text for students of physical therapy, describ- 
ing the anatomy simply. It may find limited use 
as a quick reference for medical students, making 
available to them under one cover a summary of 
of the of the 


It is far too incomplete to serve as a refer- 


the function of most musculature 
body. 
ence for any one seriously interested in the func- 
tional anatomy necessary for surgery or the diag- 
nosis of musculo-skeletal lesions. 


JacK WickstTROM, M. D. 


Indications for and Results of Splenectomy; by 
Frederick A. Coller, M. D.; 
Ill, M. D.; Gould Andrews, M. D. Springfield, 
Illinois, Charles C. Thomas, 1950. 


Alexander Blaine, 
pp. 100. Price, 
$2.25. 

This monograph presents a report of thoughts 
and observations by the authors, as well as a re- 
view of current ideas on the part of others who 
have devoted particular attention to the problems 
The personal observations of the 
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splenectomies at the Michigan University Hospital 


of splenectomy. 


authors are based on consecutive elective 
in the fifteen year period, July 1934 to July 1949, 
included in which were examples of all the common 
types of splenic diseases as well as some of the 
rarer splenic diseases for which splenectomy is 
nowadays performed. There is presented an analy- 
sis of clinical results as determined by careful 
The conclusions which the au- 
thors were able to draw are presented not only in 
respect to the proper selection of cases for opera- 
tion but in respect to certain technical details and 
precautions which they feel should be observed in 


follow-up studies. 


connection with the performance of splenectomy. 
Examples of the latter type of conclusion are the 
observation that deaths could be avoided if blood 
transfusions were employed vigorously in 
with thrombocytopenic purpura and if 
they were withheld with equal vigor in hereditary 


more 
patients 


spherocytic anemia during hemoclastic crises; and 
also that deaths could be avoided if splenectomy 
were performed earlier in cases of Banti’s syn- 
drome (before onset of hematemesis), and in con- 
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genital and acquired hemolytic icterus. Attention 
is also drawn to the fact that although mesenteric 
thrombosis is always a hazard in splenectomy, 
there is, on the other hand following splenectomy, 
an increased sensitivity to dicoumarol so that if 
this drug is used, it should be administered with 
the greatest caution. Failure to remove accessory 
spleens in patients with thrombocytopenic purpura 
is cited as a reason for failure of splenectomy to 
effect cures under such circumstances. The ty- 
pography and general format of the monograph 
makes it quite readable. 


AMBROSE H. Storck, M. D. 


A Textbook of X-Ray Diagnosis by British Authors 
in Four Volumes; Vol. II: By S. Cochrane 
Shanks, M. D., F. R. C. P., F. F. R., and Petcr 
Kerley, M. D., F. R. C. P., F. F. R., D. M. R. E. 
Philadelphia and London, W. B. Saunders Co., 
1951. pp. 702. Price, $18.50. 

This appearance of the third volume and the 
promise of the last volume in a short period will 
complete this four volume set by the well known 
British authors. The style and informative ma- 
terial of the text in this book covering the “chest” 
is consistent with the excellent presentation in the 
first two volumes. 

Volume II is divided into two parts: the cardio- 
vascular system and the respiratory system. 

Part one consists of ten chapters covering the 
various methods and techniques of x-ray examina- 
tion, the anatomy, displacement, enlargement and 
pathology of the heart, the aorta, the pericardium, 
the pulmonary vessels and the peripheral vessels. 

Part two dealing with the respiratory system is 
subdivided into 26 chapters. The normal anatomy 
and the various pathological processes affecting 
the respiratory system are covered adequately. 

Of special interest in both parts of this book are 
the line drawings and diagrams in some cases 
superimposed on roentgenograms illustrating the 
normal anatomy of the structures of the chest in 
the standard radiological positions. These should 
serve as extremely useful points of reference to 
anyone concerned with the radiology of the chest. 

As in the previous edition and in the first two 
volumes of this set by the same authors the text 
is clear and the illustrations are excellent. Since 
this volume is one of the best if not the best of the 
comprehensive surveys of the chest it 
available to all physicians who are 
heart and lung diseases. 


should be 
interested in 


J. N. ANE, M. D. 


PUBLICATIONS RECEIVED 
The Blakiston Co., Phila.: Statistics for Medi- 
cal Students and Investigators in the Clinical and 





9» 1 9 


Moore, M. D., 
Frank B. Cramer, B. A., and Robert G. 
M.S. 

Paul B. Hoeber, Inc., N. Y.: Autopsy Diagnosis 
and Technic, by Otto Saphir, M. D. (3rd. Edit.) 

W. B. Saunders Co., Phila.: Postgraduate Medi- 
cine and Surgery, Peptic Ulcer, by David J. Sand- 
weiss, M. D., F. A. C. P.; Psychosomatic Gyne- 
cology: Including Problems of Obstetrical Care, 
by William S. Kroger, M. D., and S. Charles Freed, 
M. D.; An Atlas of Normal Radiographic Anat- 
Isadore Meschan, M. A., M. D. 


Charles C. Thomas, 


Biological Sciences, by Frederick J. 


Knowles, 


omy, by 


Publisher, Springfield, Ill: 


Book Reviews 


Comparative Physiology of the Thyroid and i’: 
thyroid Glands, by Walter Fleischmann, M 

Ph.D.; Thyroid Function and its Possible Ri 
Vascular Degeneration, by William B. K« 
M. D.; The Effect of Hormones upon the ° 
and Accessory Sex Organs, by Morris J. H: 
A. B., M. D.; Amenorrhea, by Lawrence M. 
dall, M. D., and Thomas W. McElin, M. D.; 

mones and Body Water, by Robert Gaunt, Ph. 
and James H. Birnie, Ph.D.; Roentgen Anat 
by David Steel, M. D.; 711 Medical Maxim 
William S. Reveno, M. D.; Grouping, Typing 
Janking of Blood, by Otaker 


M. D. Ph.D. 





Jaroslav Polls 


